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HETHER we like it or not, the social and 

economic problems of medicine today must 
be faced, and by constructive efforts we must 
attempt their solution. As physicians, we are prone 
to keep away from politics and perhaps properly so. 
At least, we have not to any degree ‘“‘played pol- 
itics” in the usually accepted sense of the word. [ 
believe that the time has come when this society 
should take a more active part, as a society, in 
the solution of these urgent problems. However 


much we may do as individuals, I believe that we 
do not use to full advantage the collective experi- 
ence and ideas of the members of the society, who 


represent so well the art and science of surgery in 
New England. I believe that the recommendations 
of this society on such vexing problems as nursing 
service, hospital administration, costs of surgical 
care and training of surgeons can and should carry 
a greater weight. We are in a strategic position, for 
we represent, as no similar group does, a cross- 
section of New England as a whole. We are familiar 
with the complexities of these problems in many 
widely differing localities. 

These problems cannot be solved by an attempt 
to apply to New England as a whole the ideas that 
may emanate from one central body of the United 
States. Just as certainly, we cannot apply with 
good effect the methods of solution in northern 
_New England that may be effective in meeting the 
needs of greater Boston. The remedies must be 
based on the needs of the local community, and 
the local conditions are known best by those who 
live in that community. The mere knowledge of 
the local needs, however, is not enough. These 
needs must be integrated with the over-all picture. 

A commander-in-chief must have a sound, tactical 
and strategic plan, which must be carried out by 
the division, battalion or even company commander. 
The methods of putting the plan into effect, how- 
ever, by commanders of the lower echelons must 
be co-ordinated with the over-all campaign, or 

*Presented at the annual meeting of the New England Surgical Society, 
Providence, Rhode Island, October 3, 1947. 


tClinical professor of surgery, Harvard Medical School; surgeon, 
Children’s Hospital. 


chaos will result. I do not know which is worse, 
a good plan coming from a centralized headquarters 
that does not permit of variation to meet the local 
needs, or a good local plan that takes little or no 
account of the problem as a whole throughout the 
country. 

The New England Surgical Society is particularly 
well equipped to do constructive thinking and co- 
ordinate local with general plans. In_ surgical 
training, for example, other urgent questions such 
as the nursing situation, the changing problems in 
hospital administration and, in particular, profes- 
sional fees and the cost of surgical illness are im- 
portant, and we must take our part in solving them. 
But the training of surgeons is a large enough 
subject to warrant its being considered alone, 
although any solution must include consideration of 
the others — notably, the costs of surgical illness. 
In the New England States, as perhaps in no other 
part of the country of comparable geographical 
size, we have many, if not all, of the conditions 
that affect the training of a surgeon and his later 
surgical career, and we have a cross-section of 
this subject as it applies to the country as a whole. 
We have a large metropolitan area, Boston, which 
has not one but three Class A medical schools, all 
of which are endeavoring to meet this problem — 
the training of the surgeon. In New Haven, Bur- 
lington and Hanover are single medical schools, 
and the problems in these localities may be quite 
different in their practical solution. We have our 
larger industrial centers, and we have our smaller 
urban communities and our rural districts. The 
combined individual opinion of members of this 
society, therefore, should carry great weight. We 
cannot solve the problems by meeting the needs 
of the teaching centers alone. By the same token, 
what is applicable to Bridgeport or Salem may not 
be suitable for Bangor or St. Albans, nor can the 
needs of the rural communities be met by methods 
applicable to the cities, whether or not they have 
medical schools. I believe that the rules of the 
American Board of Surgery must be made more 
flexible and that they should be influenced by the 
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sound and collective opinion of the members of this 
society. We should furnish our representatives on 
the various boards with a clearer picture of the 
varying needs in the various communities. 

This year, the Program Committee is devoting a 
larger part of its attention to papers that deal with 
the broader aspects of surgery. It is our hope to 
find out, if possible, what this society might do 
as a society in further advancing the purpose of 
various agencies, political and medical, that have 
been organized on a national basis. Our members 
have had a prominent part in the organization and 
the aims of the American Board of Surgery. Our 
members have also played an important part in the 
American College of Surgeons, the National Cancer 
Society and similar groups. I think it should con- 
tinue to do so and should make its considered 
opinions as a society heard and felt in the recom- 
mendations of these bodies. Already, conditions are 
quite different, as far as the surgical training pro- 
gram is concerned, than they were when the Board 
of Surgery was organized. The war and its political, 
social and economic sequelae have disrupted surgical 
training to a considerable degree. In addition, the 
practice of surgery is going through tremendous 
advances and changes—I use the two words 
purposely, for I do not consider all the present 
changes advances. 

It is certain that the minimum requirements 
before a candidate can be certified by the American 
_ Board of Surgery are sound in principle, but I 
believe they need a greater flexibility in their appli- 
cation. How many of our members meet the present 
requirements of the American Board of Surgery, as 
far as their formal training in length of internships 
and residencies is concerned? I know that I do not. 

In his address as president of the American 
Orthopedic Society, in June, 1946, Dr. J. Albert 
Key,! of St. Louis, stated: 


Due to the unswerving devotion to duty of the Member- 
ship Committees, our American Orthopedic Association 
comprises a group of orthopedic surgeons whose ability 
cannot be questioned; and yet, I doubt if 10 per cent of 
our present membership could meet the present training 
requirements. It is thus evident that it must be possible 
for one to become proficient in orthopedic surgery by 
other routes. I wonder if we are not making a grave mis- 
take in our attempt to regiment the training of orthopedic 
surgery. To limit future orthopedic surgeons to those of 
our young medical graduates who can be forced into a 
mold is to exclude many whose qualifications justly entitle 
them to certification and whose abilities as orthopedic 
surgeons would be of great value. 


This statement from one of the leading ortho- 
pedic surgeons in America is significant, and it is 
equally significant in its application to the training 


of the general surgeon. (Although there is some 
difference of opinion regarding the relative im- 
portance of the surgeon and the orthopedist, there 
is no question that both should be well trained.) 
We have only to read the list of members of this 
society to appreciate that many competent, out- 
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standing surgeons have reached the enviable posi- 
tions that they hold without going through the 
present formal requirements of the American Board 
of Surgery. No one should misinterpret these 
remarks and feel that I, in any way, advocate 
lowering the ideals for the training of a surgeon. 
But I do agree with Dr. Key that we are in danger, 
by regimentation, of excluding from certification 
many men whose talents and abilities justify such 
recognition as surgeons. 

The following paragraph of a letter (recently 
published in the New England Journal of Medicine?) 
from a young surgeon now in the course of receiving 
his training in Boston for the American Board of 
Surgery is quoted as being of interest: 


As the ward beds are encroached on by private and 
semi-private cases, there will be fewer and fewer cases 
under the care of the house staff. Coincidentally, and 
stimulated by the requirements of the American College 
of Surgeons and American Board of Surgery, more and 
more men desire a longer training period. Thus, the 
— of adequate training for the young surgeon 

ecomes increasingly difficult. No one will deny that 
increased training is a desirable thing, but where are the 
beds to train so many for so long? That would be difficult 
to answer in any event, but with the increasing shortage 
of ward beds it will become even more so. The answer to 
these questions must be forthcoming soon. 


As this young correspondent points out, the 
so-called “‘ward beds”’ in the teaching hospitals are 
becoming fewer because of certain insurance plans 
such as the Blue Cross, as well as other economic 
factors. As a result, the opportunities for the 
proper surgical training of residents — particularly 
the actual operative work done by the house staff — 
are proportionately poorer. In passing, it is rather 
interesting to note his phraseology, ‘‘ward beds are 
encroached on by private cases.” This is certainly a 
different point of view from that held by those of 
us who were trained in the era when a private 
patient was unheard of in the institutions in which 
we served as interns. 

Another side of this question will become apparent 
to the young surgeon when he completes his train- 
ing, and I quote in substance the editorial reply to 
the letter referred to: } 

There will be a further problem confronting the 
young surgeons who have completed their resi- 
dencies in these institutions where, under excellent 
supervision by the chief, 80 to 90 per cent of the 
ward patients are properly cared for by the 
house staff, but who, unfortunately for them- 
selves and for the communities in which they are 
needed, elect to remain in the large teaching hos- 
pitals as junior attending surgeons. In such 
institutions, these men are placed on service for 
periods of several months during the year, but 
if they are fair to the resident staff, by “handing 
down” the bulk of the operative work (as others 

did for them when they were of the house staff) 

they get little return in practical operative 
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experience from the amount of time that they 
devote to the hospital. On the other hand, the 
young surgeon who has had four or five years of 
active, well supervised training may fare little 
better if he goes to a community hospital, unless 
he is fortunate or wise enough to choose a locality 
in which there is real need for a surgeon. 


These trends appear to be inevitable, and it is 
certain that the present system of postgraduate 
surgical training does not suffice and, what is of 
even greater importance in my opinion, it has now 
a tendency to disrupt an equitable distribution of 
surgeons. Too few opportunities are available for 
the present requirements in postgraduate surgical 
training; furthermore, too many well trained young 
surgeons remain in the large teaching centers, 
partly because little incentive is offered for moving 
to smaller communities. There are several ways of 
relieving this situation; in particular, a more wide- 
spread adoption of the fellowship or preceptorship 
as a method of surgical training is desirable, and 
with this, the development of community hospitals 
as teaching centers. It is here that our society can 
be of great assistance. Other schemes will un- 


doubtedly be devised as the necessity arises. Cer- 
tainly, efforts should be made to meet the demand 
not only for providing the necessary number of 
well trained surgeons but also for their equitable 


distribution throughout the country. 

I suggest that some method be devised whereby 
the collective opinion of members of this society be 
more accurately obtained and that our rec en 
dations be, in some way, Officially brought to the 
attention of the governing bodies of societies of 
national scope. This year, we have a paper by 
Dr. Harvey about the American Board of Surgery. 
We shall also hear something of the surgical prob- 
lems in smaller communities, and a report on 
‘detection clinics” in their statewide and national 
scope. All these have a bearing on the present 
problems. It may be worth while for our executive 
committee to consider having even more time 
devoted each year to a discussion of these questions, 
_ and to accomplish this it might be desirable to have 
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a longer annual meeting. Another suggestion is to 
have a second meeting during the year at which 
such problems could be discussed, leaving the 
purely scientific papers for the annual meeting. One 
hesitates to suggest the formation of still another 
committee, but perhaps this is the best way to 
study these problems adequately. Surely they are 
important enough to justify active and practical 
steps to forward their solution. Concerning the 
problem of the training of surgeons, I suggest that 
although certification or some similar tangible recog- 
nition of the adequacy of a man’s training is desir- 
able, the requirements must be flexible enough to 
meet the varying needs of a representative geo- 
graphical area such as New England. Rules for 
certification that are too rigid may defeat their 
purpose. In addition, it should not be forgotten 
that whereas an examination may cover the tangible 
technical ability of the candidate, even though he 
passes with honor, he may be a dangerous man in 
his community if he does not possess the intangible 
qualities of character that cannot be determined 
by examination alone. These intangibles are better 
apparent to those who know the candidate by 
personal contact. It is here that the preceptorship 
has its unique advantage, and I suggest that this 
society is in a strong position to encourage its wider 
use and to know how far such preceptorships can 
be usefully employed to meet the varying needs of 
New England — not only for Board certification but 
also as a means of attracting men of high caliber 
to practice surgery where they are needed. Above 
all, this society should make every effort both to 
provide adequate training for men of good character 
and to see that these men have adequate oppor- 
tunities to practice where they are most needed. 
Today, an equitable distribution of well trained 
surgeons is even more important than their number. 


300 Longwood Avenue 
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HERE is widespread interest in the surgical 

treatment of chronic, intractable peptic ulcer 
by section of the vagus nerves. Dragstedt and his 
co-workers! in Chicago were the first to employ 
the procedure systematically, and since their pub- 
lication of the results of supradiaphragmatic vagus 
resection in 2 patients in 1943 they have reported 
progressively larger series of cases, which reached 
a total of 90 in 1946.!°? Moore® has recorded 40 
cases. Grimson and Ruffint* have discussed a series 
of 57 cases. Previous reports of the findings in 
transthoracic, bilateral vagus-nerve resection have 
described changes in size, shape, motility and 
emptying of the stomach following operation. The 
findings have varied in different series and from 
time to time in the same series. Carlson,’ in 1923, 
noted that bilateral vagotomy resulted in decrease 
of tone and diminution in the number of hunger 
pangs although the gastric contractions remained 
apparently normal in amplitude. In 1926 McCrea® 
stated that the motor activity of the stomach was 
not altered by unilateral vagotomy and, except for 
a decrease in initial emptying time, was not appre- 
ciably influenced by section of both vagus nerves. 
Hartzel,® in experimental work with dogs in 1929, 
demonstrated that section of both vagus nerves 
decreased the acidity of the gastric contents. In 
addition he noted a marked increase in initial and a 
slight increase in final emptying time of the stomach 
with no gastric dilatation. On post-mortem exam- 
inations of 2 dogs, seven and thirty-five days, 
Tespectively, after vagotomy, he found no abnor- 
malities in the stomach. In 1935 Ferguson!® de- 
scribed decreased gastric tone and delayed initial 
emptying time after sectioning the vagi of 10 
monkeys. An interesting feature of this work was 
that cardiospasm occurred postoperatively in all 
the animals whether the vagi were sectioned in the 
cervical region or transabdominally. In 1938 
Winkelstein Berg,'' who found that anterior 
vagotomy and partial gastrectomy produced achlor- 
hydria, advocated anterior subphrenic vagotomy 
with gastroenterostomy for duodenal ulcers to 
prevent the development of jejunal ulcer. Weinstein 
et al.,!* in a comprehensive review of the literature 
in 1944, came to the conclusion that vagotomy was 
only partially successful in the treatment of peptic 
ulcer, since delay in emptying of the stomach was 
the sole result achieved. In a series of 15 cases 


*From The Department of Radiology, Boston City Hospital. 
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Dragstedt'® indicated that 3 required subsequent 
gastroenterostomy after vagotomy because of ob- 
struction and delayed gastric emptying. One patient 
developed acute dilatation of the stomach eight 
weeks postoperatively, and 2 had gastric atony 
during the first week or two after operation. In 
the remaining cases peristalsis, position and tonus 
of the stomach appeared to be normal, and the 
esophagus and intestines revealed no abnormalities 
on roentgenographic study." Later observations by 
this group!® !6 showed that there was a decrease of 
gastric tonus subsequent to the surgery. By using 
balloons, they found that hunger contractions re- 
mained normal in duration but were diminished in 
amplitude. Although decreased gastric motility was 
found in all cases, no decrease occurred in intestinal 
motility. 

Moore and his associates!? described definite 
changes in gastric function after vagus resection. 
There was delay in the initial emptying and pro- 
longation of final emptying. The former was con- 
sidered to be normally one half to one and a half 
minutes, and the latter about two and a half 
hours. By the use of electronic apparatus, the 
authors found postoperative absence of large gastric 
contractions and decrease in peristaltic activity. 
Eight months postoperatively they noted a return 
to normal in the amplitude of gastric contraction 
but a persistence of abnormality of pattern. In a 
later paper Moore!® stated that gastric emptying 
returned to normal after six to eight months, with 
disappearance of all motility changes in that time. 
Subsequently, he* noted that gastric motility 
approached normal levels at the end of a year. 
The gastric atony observed roentgenoscopically dis- 
appeared in three to nine months, although delay 
in emptying persisted in some cases. Changes distal» 
to the pylorus were indefinite and _ variable. 
Baronofsky et al.,!® in 1946, found marked atony 
and dilatation of the stomach after vagus resec- 
tion. Grimson and Ruffin’? ® reported a series of 
28 patients in 1946 and described marked delay 
in emptying, moderate dilatation of the stomach 
and markedly decreased or absent peristalsis. If 
gastroenterostomy or gastric resection had been 
performed previously, the above changes did not 
occur. Six hour residues of 90 to 100 per cent were 
present in 10 cases, with lesser degrees of delay in 
emptying in 10 others. Seven of the remaining 


8 patients had had previous gastric operations. 
Three cases required operation because of retention, 
and the stomach appeared to empty well after sev- 


Vi 


/ 
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eral months. Later, Smith, Ruffin and Baylin® 
reported a series of 50 cases in which, after opera- 
tion, there was moderate or marked dilatation of 
the stomach, with absent or slow, arrhythmical 
peristalsis. Objective healing of peptic ulcers 
occurred in several weeks or a few months. Ob- 
servations after three to twenty-seven months 
revealed that in no case had the stomach returned 
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with chronic peptic ulcer have been performed at 
the Boston City Hospital. Thirty were men, and 
3 women. The ages ranged from -twenty-one to 
fifty-seven, 4 patients being twenty-one to thirty, 
9 thirty-one to forty, 8 forty-one to fifty, and 
2 fifty-one to fifty-seven years of age. Twenty-one 
patients had had no gastric surgery prior to the 
vagus resection. Three had had previous gastro- 


A 
ry ie ag in a Fifty-Five-Year-Old Man with a History of Duodenal Ulcer of Twenty Years’ 


FicureE 
Duration and wit 


Pain That Had Become Intractable to Diet and Other Forms of Medical Therapy. After Vagot- 


omy, He Was Entirely Relieved of All Complaints and Was Able to Be on a Normal Diet without Recurrence of Symptoms. 


A demonstrates the appearance of the stomach ten days after vagotomy; a roentgenogram taken six hours after the ingestion of an 
opaque meal shows the stomach to be markedly dilated and atonic, with absent peristalsis and with retention, of the entire opaque 
meal in the stomach; twenty-four-hour observation showed marked enlargement and atonicity of the stomach, with about 80 per 
cent gastric residue, and at forty-eight hours there was approximately 50 per cent retention in the stomach. B shows that the 
stomach, four months after vagotomy, was normal in size and atonic, with very sluggish peristalsis — the film taken about fifteen 
minutes after the ingestion of the opaque meal shows the duodenum contracted and irregular in outline, with small amounts of 
the opaque material in the upper loops of jejunum, indicating that emptying of the stomach is taking place. C, which demon- 
strates a roentgenogram taken six hours after that illustrated in B, shows only a small amount of the opaque meal remaining 
in the stomach; the head of the opaque column is in the terminal ileum, indicating slight hypomotility, and the small-bowel loops 


are slightly atonic but otherwise not remarkable. 


to normal. Although the changes were less marked 
in most cases, the increased dilatation and absence 
of peristalsis persisted in some. 

Grimson and his co-workers?® reported 57 cases in 
July, 1947, and made the comment that temporary 
difficulty in swallowing was noted in 20. In 26 
‘patients studied for small-bowel changes, transit 
through the jejunum was delayed, the caliber usually 
increased slightly, and the mucosal pattern tended 
to become coarse. A new phase of investigation 
must be considered in the work of Machella,” 
Smith, Ruffin and Baylin® and Grimson et al.?° 
These studies consisted in the use of urecholine 
(urethane B-methy] choline) to stimulate peristalsis 
and increase the rate of emptying of the stomach 
after vagotomy. The effect of the drug persisted 
for thirty to forty-five minutes. 


.MatTerRIAL AND METHOD 


Since December 1, 1945, bilateral supradiaphrag- 
matic resections of the vagus nerves on 33 patients 


enterostomies with persistence of ulcer symptoms. 
Of 5 patients who had had partial gastrectomies, 
3 had developed intractable marginal ulcers, and 
2 refractory jejunal ulcers slightly distal to the 
stoma. In the 21 patients who had had neither 
gastrectomy nor gastroenterostomy, 20 had chronic 
duodenal ulcers, with histories of perforation or 
hemorrhage in some. One of these, a thirty-five- 
year-old woman, presented an ulcer of the lesser 
curvature of the stomach. 

Each of the patients in our series was examined 
roentgenographically and fluoroscopically prior to 
the resection of the vagus nerves and one or more 
times postoperatively (Fig. 1-3). After the opera- 
tion, roentgenographic studies were made as soon 
as it was deemed advisable clinically or when the 
patient was willing to report to the x-ray depart- 
ment. Thirteen patients were first re-examined 
within one to three weeks after operation, 16 in 
three to eight weeks, 3 within ten to fourteen 
weeks, and 1] after twenty-eight weeks had elapsed. 


4 
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Of these, 6 have not returned for subsequent ob- 
servations. Re-examinations were carried out at 
intervals of a few weeks or months in the remainder 
of this group, the number and frequency of the 
studies being determined principally by the patient’s 
co-operation in returning despite the fact that all 
were symptom free. Several were unwilling to lose 
time from work or were unco-operative for other 
personal reasons. Twelve of the group were studied 
twice; 10 were observed three times, 4 returned 
four times, and 1 was examined on five occasions. 
One case has been followed for fourteen months, 
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bowel, but since no significant changes in caliber or 
mucosal pattern were demonstrated, this practice 
was discontinued. | . 


Patients witH No Previous Gastric OPERATION 


The first group to be considered comprised 21 
patients who had had neither gastrectomy nor 
gastroenterostomy previously. Fourteen were exam- 
ined within three weeks after the vagus resections 
had been performed; all showed dilatation and 
atonicity of the stomach. In 5 cases the stomach 
was markedly dilated; 8 patients presented gastric 


Ficure 2. Roentgenograms in a Thirty-Five-Year-Old Woman with a History 
of Ulcer of Four Years’ Duration Whose ag eg to Medical Therapy Had Been 
ery Unsatisfactory. After Vagotomy, She Was Promptly Relieved of All Symp- 
toms. Roentgenographic Observations Were Continued at Intervals for Almost a 
Year and Showed the Stomach to Be Slightly Dilated and Atonic, with Sluggish- 
ness or Absence of Peristalsis and Slight Delay in Emptying. There has Been No 
Recurrence of Pain. 


A, roentgenogram taken before operation, shows the stomach to be hypertonic, with 
vigorous peristalsis and moderate pylorospasm; the duodenal bulb is markedly 
irregular and presents an ulcer-crater formation, and there is tenderness over it 
on fluoroscopic palpation. B, roentgenogram taken twenty-two weeks after vagotomy, 
demonstrates that the stomach is atonic, with sluggish peristalsis and a widened 
pylorus; the duodenal bulb shows moderate distention, a constriction across its 
proximal portion and no ulcer crater or tenderness on fluoroscopic palpation 
(barium was present in the upper jejunum soon after the ingestion of the opaque 


3 for eleven months, 5 for seven to ten months, 
10 for four to six months, and the remainder for 
less than four months postoperatively. In each 
case the esophagus, stomach and duodenum were 
studied with the barium meal, followed by routine 
six-hour and twenty-four-hour roentgenograms to 
determine motility and stasis. If a residue was 
present in the stomach at the twenty-four-hour 
observation, the patient was again seen at forty- 
eight hours and at seventy-two hours or until the 
stomach was empty. In the first few cases ob- 
servations were made at hourly intervals after the 
ingestion of the opaque meal for study of the small 


meal, and there was no gastric residue at six hours). 


dilatation and atonicity of a lesser degree with 
enlargement to about twice the normal size. 
Another showed only slight dilatation. Six patients 
presented shallow, sluggish, ineffective and arrhyth- 
mic peristalsis; in 2 cases there was complete absence 
of peristalsis. All these patients had retained 
secretions in the stomach at the time of fluoroscopic 
study. Fourteen patients showed marked delay in 
both initial and final gastric emptying. Three had 
no evidence of any emptying of the opaque material 
after six hours. Seven had 80 to 95 per cent six- 
hour gastric residues, and in 4 cases there was 
20 to 50 per cent six-hour retention. The marked 
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delay in the final emptying time is further illus- 
trated by the fact that at the end of twenty-four 
hours 100 per cent gastric residue was observed in 
1 case, 80 per cent in 1, 50 to 60 per cent in 2 and 
5 to 15 per cent in 3—a total of 7 cases with 
twenty-four-hour stasis. At forty-eight hours 1 pa- 
tient had 80 per cent gastric retention, and another 
showed 60 per cent gastric residue. The former 


had a gastroenterostomy performed soon afterward. 
In 5 cases the initial postoperative examinations 
were made within three to six weeks after operation. 
The stomach was dilated to twice the normal size 
in 3 and was normal in size in 2. All 5 presented 
In this group 


sluggish, arrhythmical peristalsis. 
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showed shallow, sluggish peristalsis; in the other 
peristalsis was normal. One had no six-hour residue; 
the second had a trace of the opaque meal retained 
at six hours, and the last showed 20 per cent gastric 
residue at the end of three hours. 

Seven patients were examined five to six months 
after operation. In 1 the stomach was normal in 
size; 4 were found to have only slight dilatation, 
and in 2 the stomachs were about twice the normal 
size. Peristalsis was normal in 3 cases and was 
shallow, sluggish and arrhythmical in the remain- 
der. Gastric residue of approximately 10 per cent 
at the end of six hours was noted in 5 cases 
and 25 per cent in 1 case; no six-hour film was 


Figure 3. Roentgenograms in a Fifty-One-Year-Old Man with a Long History 


of Recurrent Duodenal Ulcer. 
tion after an Acute Perforation. 
Was Performed Five Years Later. 


Eleven Years Previously He Had Had an Opera- 
Because of Severe Pain, Partial Gastrectomy 
Until Vagotomy He Had Recurrent Attacks 


of Pain and Required Hospitalization on Numerous Occasions. 


A, roentgenogram taken three weeks prior to vagotomy, shows a functioning gastro- 
jejunostomy with a large ulcer crater (arrow) im the jejunum in the region of the 
anastomosis. B, roentgenogram taken twenty-one weeks after vagotomy, shows that 
the ulcer crater is no longer demonstrable and that the remaining portion of the 
stomach 1s atonic and slightly dilated, gastric emptyin teagan normally; there 
was no tenderness over the stoma or the upper ph oops, and the patient was 


. free of symptoms and has continued to feel well. 


2 patients had 50 to 55 per cent six-hour gastric 
residues, 1 had 15 per cent residue, and the stomach 
of 1 was empty at six hours. The fifth patient was 
not checked at the end of six hours, but after three 
hours the stomach was about 60 per cent empty. 
Two patients could not be examined postoperatively 
until three or four months after operation. 

One patient was followed for a month, at the 
end of which the stomach was twice the normal size, 
with deep, slow and arrhythmical peristalsis and 
with a gastric residue of about 80 per cent at the 
end of six hours. Three patients were observed 
three to four months after the operation. The 
stomachs were slightly increased in size. Two 


obtained in 1. In 5 patients the initial emptying 
showed less delay than that immediately after 
operation but was nevertheless considerably pro- 
longed. In 2 cases the initial emptying was un- 
changed, being increased as immediately post- 
operatively. Two patients, seven to eight months 
after operation, showed stomachs of normal size 
with sluggish peristalsis. One of these had a 20 
per cent six-hour gastric residue; the other had 
no retention. 

In 1 case after an interval of fourteen months the 
stomach was slightly dilated, with peristalsis of 
good quality and a six-hour gastric residue of 
5 per cent. After eleven months a second patient | 


| 
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presented a stomach that was dilated and atonic; 
peristalsis was deep and sluggish, and 45 per cent 
gastric retention was found at the end of six hours. 
The dilatation and gastric retention appeared to 
be due to marked constriction of the duodenal bulb. 
Of the 4 patients in this group whose postoperative 
roentgenographic findings are not described above, 
1 died of a cervical-cord tumor, 1 had had a gastro- 
enterostomy performed at another hospital, 1 has 
not returned, and the fourth had a subsequent 
gastroenterostomy, which is discussed below. 


PATIENTS WITH PREvious GASTROENTEROSTOMY 


There were 3 patients who had had gastroenteros- 
tomies prior to vagus resection. When studied after 
_ the vagotomy, there was slight dilatation of the 
stomach. One case examined three months post- 
operatively showed good gastric tone, normal 
peristalsis and 5 per cent gastric residue at the 
end of six hours. Another was re-examined one 
month and three months after the operation and 
presented similar findings, with 5 per cent gastric 
stasis at the end of six hours. The third had an 
unusual progression: the first postoperative exam- 
ination, after eight months, showed 100 per cent 
gastric residue at six hours and 50 per cent at 
twenty-four hours. He returned two months later, 
when there was complete emptying of the stomach 
in three hours. He failed to report for further 
examinations, stating that he had no complaints 
and did not wish to lose time from work. At both 
examinations the stomach was slightly dilated, and 
peristalsis was very sluggish. The gastroenterostomy 
was not functioning at either observation. As men- 
tioned above, 1 patient had a gastroenterostomy 
after resection of the vagus nerves because of marked 
gastric dilatation and retention. Roentgenographic 
examination five months after this operation re- 
vealed 5 per cent gastric residue in the portion of 
the stomach distal to the stoma. Gastric tone was 
good, and there was prompt emptying via the 
stoma. 


PATIENTS WITH PREvious ParRTIAL 
GASTRECTOMIES 


There were 5 patients who had partial gastrec- 
tomies and subsequently developed intractable 


marginal or jejunal ulcers. In each of these the 
initial postoperative roentgenographic examination 
was made one to five weeks after operation. All 
showed dilatation of the stomach, with retained 
secretions and 10 to 15 per cent gastric residue at 
six hours. No evidence of ulcer crater was found, 
nor was there tenderness on fluoroscopic palpation 
in any of these cases postoperatively. One patient 
in this group after ten months had a 10 per cent 
gastric residue, although the greater portion of the 
stomach had been resected. Five months later 
2 patients presented 5 per cent gastric residue and 
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no dilatation of the stomach. Two at the end of 
two to three months showed the remaining portion 
of the stomach still slightly dilated; there was no 
six-hour residue in 1 case, and 5 per cent in the 
other. In 1 patient a gastrocolic fistula was found 
after the vagus resection. Despite an ileosigmoidos- 
tomy the fistula persisted when he was last exam- 


-ined three months after the vagus resection. 


PATIENTS WITH TRANSABDOMINAL VaGus RESECTION 


Also included in our series aré 4 cases in which 
vagus resection had been performed transabdomi- 
nally. Two patients had partial gastrectomies at 
that time; 1 had no operation on the stomach, and 
the last had had a previous partial gastrectomy and 
subsequently developed a jejunal ulcer. Four weeks 
after vagotomy, the patient who had had no other 
operation showed no gastric dilatation; peristalsis 
was shallow, sluggish and arrhythmical, and there 
was 40 per cent gastric residue in six hours. At 
the end of six weeks 1 patient who had had a 
gastric resection at the time of the vagotomy 
showed slight dilatation of the gastric remnant, 
with retained secretions. There was a 5 per cent 
residue at the end of six hours. The other who had 
had gastric resection at the time of the vagus 
section showed no dilatation of the gastric remnant 
at the end of two months. There was retained secre- 
tion in the stomach at the time of the examination, 
but no six-hour residue was found. The fourth 
patient, a thirty-year-old man who had had a 
previous gastric resection with a subsequent jejunal 
ulcer, was examined one and a half weeks after 
operation. The esophagus was not remarkable, the 
gastric remnant was markedly dilated and filled 
with secretions, and the efferent jejunal loop was 
dilated. No tenderness was present on fluoroscopic 
palpation. There was 30 per cent gastric residue 
at six hours. As he complained of regurgitation, 
vomiting, and distress, re-examination was carried 
out a week later. At that time the esophagus pre- 
sented changes consistent with cardiospasm, with 
narrowing at the esophageal hiatus, reverse peristal- 
sis and marked delay in the passage of thin and thick 
barium mixture. The esophageal constriction dié 
not cause complete obstruction, the opaque material 
gradually entering the stomach in .a small stream. 
Re-examination a week later showed similar changes. 
The patient was esophagoscoped shortly afterward 
and was found to have no demonstrable narrowing 
at the junction of the esophagus and stomach, the 
instrument passing without difficulty. The condition 
improved, and he was soon able to swallow without 
dysphagia. Carlson, in discussing a paper by 
Grimson,‘ reported the development of temporary 
esophageal stenosis in 1 case subsequent to trans- 
thoracic vagus-nerve resection. Similar esophageal 
change has been reported in Ferguson’s!® study of 
10 monkeys. Grimson et al., in July, 1947, reported 
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difficulty in swallowing observed in 20 cases after 
supradiaphragmatic vagotomy. 


FURTHER OBSERVATIONS 


Tenderness was not present on fluoroscopic palpa- 
tion, and no ulcer crater was demonstrable post- 
operatively. The duodenal bulb was not clearly 
visualized in the early roentgenographic examina- 
tions in several cases. This was due to marked 
delay in the initial emptying time. The duodenal 
cap in patients with chronic duodenal ulcers showed 
gradual dilatation and decrease in spasticity within 
a few weeks in some cases. Gastric, stomal and 
jejunal ulcers disappeared shortly after operation. 
The small bowel was not remarkable in size or 
mucosal pattern; the motility was slow, apparently 
owing to delay in initial gastric emptying because, 
as the emptying time decreased, the motility became 
normal. 


SUMMARY 


A group of 29 patients with transthoracic section 
of the vagus nerves and 4 with transabdominal 
vagus-nerve resection were studied roentgenograph- 
ically. In the early postoperative stages there was 
definite gastric dilatation and atonicity in most 
cases. Sluggish, ineffective and arrhythmical peris- 
talsis or absent peristalsis was associated with the 
dilatation and atonicity. Emptying times, both 
initial and final, were markedly increased. These 
changes occurred to a lesser degree in patients with 
previous gastroenterostomies and in those with 
partial gastrectomies. Two patients had gastro- 
enterostomies after the vagotomy for dilatation and 
retention. 

Follow-up studies showed a return toward the 
normal in the above changes within six months to 
a year. Complete return to normal in all respects 
was not found in any case, | patient having been 
followed for fourteen months after the operation. 

The ulcers healed promptly after operation. 
This was especially striking in the cases of stomal 
and jejunal ulcers in the patients with partial 
gastrectomy. 

The postoperative size of the small bowel was 
not remarkable in any case; the motility was slow, 
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apparently owing to the delay in emptying of the 
stomach. 

One patient developed temporary dysphagia after 
transabdominal vagus-nerve resection. 

We are indebted to Dr. William R. Morrison, surgeon-in- 
chief, First Surgical Service, Boston City Hospital, for his 


assistance and co-operation in the collection and preparation 
of the material for this paper. 
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MULTIPLE LOCALIZED PLEURAL EFFUSIONS AS A MANIFESTATION OF 


CONGESTIVE HEART FAILURE* 


Report of a Case 


DiMaro, M.D.t 


PROVIDENCE, RHODE ISLAND 


FFUSION into the general pleural cavity is a 

frequent manifestation of congestive heart 
failure. On the other hand, pleural effusion localized 
in an interlobar space is not a common finding, 
since only 15 cases have been recorded in the litera- 
ture." Multiple, localized pleural effusions asso- 
ciated with heart failure are apparently even more 
unusual since no record of this phenomenon has 
been found in a careful review of the available 
literature. 

Although the.case reported below is quite similar, 
in most respects, to those already reported with a 
single pleural effusion localized in an interlobar 
space in congestive heart failure, the multiple 
effusions encountered are of particular interest and 
appear to justify a report. 


CasE REPORT 


S. McD., a 39-year-old, single man, was admitted to the 
hospital on December 4, 1946, complaining of swelling of the 
ankles, cough and shortness of breath. The patient stated 
that he had been well until 2 months before admission, when 
he had first noticed swelling of the ankles. This condition 
continued more or less unchanged until admission. About 1 
month before admission he developed a continuous cough, 
productive of moderate amounts of whitish sputum. At the 
same time he became increasingly short of breath, and this 
symptom was aggravated by exertion. Two weeks before 
admission the abdomen began to swell, the cough became 
distressing, and the shortness of breath became more marked. 
Because of the progressive nature of the symptoms he was 
referred to the hospital. 

The patient was said to have had rheumatic fever at 13 

ears of age, but the details of this illness were not known. 

owever, he had never had any cardiac symptoms. There 
was nothing in the history to indicate a previous episode of 
congestive heart failure. In February, 1942, he had been 
admitted to the hospital because of a fractured patella. At 
that time, in addition to the injury to the knee, physical ex- 
amination revealed a blood pressure of 140/80, cardiac en- 
largement, a marked thrill over the entire precordium, a 
loud presystolic murmur over the apex and a booming sys- 
tolic murmur over the aortic area. The lungs and abdomen 
were normal, and there was no peripheral edema. 

In 1942 the patient had been rejected for service in the 
Army because of heart trouble. 

He gave no history of pneumonia or tuberculosis. He had 
had gonorrhea in early adult life. No coger 4 of syphilis was 
obtained. He had drunk large quantities of beer and whisky 
during the war years. 

The family history was irrelevant. _ 

Physical examination revealed a thin, confused man, who 
was moderately dyspneic, with slight cyanosis of the lips. 
He coughed frequently, producing a moderate amount of 
whitish, frothy sputum. The body weight was 68 kilograms 
(150 pounds). He was 69 inches in height. The skin was 
pale and moist from perspiration; it was not icteric. The 


*From the Department of Medicine, Rhode Island Hospisal, and the 

Department of Medical Sciences, Brown University Medical Department. 
tHaffenreffer Fellow in Medical Sciences, Brown University Medical 

Department, and the Department of Medicine, Rhode Island Hospital. 


veins of the head and neck were markedly engorged and 
tortuous. The pupils were small, round and regular; they 
reacted normally to light and accommodation. Examination 
of the fundi was within normal limits. The trachea was in 
the midline, and there was no tug. The left anterior portion 
of the chest was more prominent than the corresponding 
region on the right. The percussion note over the entire chest 
was normal. Loud, moist, bubbling rales were audible 
throughout both lung fields, anteriorly and posteriorly. No 
thrills or shocks were palpated over the precordium. On per- 
cussion the relative area of cardiac dullness was found to 
be increased, extending approximately 12.0 cm. to the left 
of the midsternal line in the sixth intercostal space and 5 cm. 
to the right in the fourth intercostal space. The rhythm of 
the heart was totally irregular. Auscultation was not en- 
tirely satisfactory at the time of admission because of the 
many extraneous noises in the chest. However, when the 
chest cleared somewhat a loud systolic murmur could be 
heard at the apex, and both systolic and diastolic murmurs 
could be heard at the base over the aortic area and along 
the left sternal border. The liver was enlarged and slightly 
tender; the edge was easily felt approximately 10 cm. below 
the costal margin in the midclavicular line. The spleen was 
not palpable. Shifting dullness was present in both flanks. 
There was pitting edema of the chest and abdominal walls 
as well as massive, pittirg edema of the hips, scrotum, penis, 
thighs, legs, ankles and feet. There was no clubbing of the 
—_— or toes. There was no lymph-node enlargement. 

he temperature was 98.6°F., and the respirations 26. The 
heart rate at the apex was 100 and at the radial artery was 
88 per minute, a pulse deficit of 12 beats per minute. There 
was no capillary pulse. The blood pressure was 130/80. 

Examination of the blood disclosed a red-cell count of 
4,200,000, with a hemoglobin of 13.2 gm. per 100 cc., and a 
white-cell count of 7200, with 69 per cent neutrophils, 26 
per cent lymphocytes, 2 per cent monocytes and 3 per cent 
eosinophils. The urine gave a + test for albumin and the 
specific gravity was 1.026. The sediment showed occasional 
red and white cells. The test for sugar was negative. Uro- 
bilinogen determination on a freshly voided single specimen 
was over 2 mg. per 100 cc. The blood urea nitrogen was 15 
mg., the blood glucose 74 mg., the plasma cholesterol 156 mg., 
and the total protein 5.2 gm. per 100 cc.; the icteric index 
was 9.5. The blood Hinton test was negative. 

An electrocardiogram taken on the day after admission 
showed the heart action to be grossly irregular because of 
auricular fibrillation. Right-axis deviation was present (four 
tracings in 1939 had shown a normal sinus rhythm). 

A routine teleroentgenogram of the chest (Fig. 1) taken 
on admission showed the heart to be considerably enlarged, 
measuring 19 cm. in its transverse diameter — an increase 
of 50 per cent over the average for the patient’s height and 
weight. The area of the cardiac shadow was 235.0 sq. cm. 
Both lungs showed moderate congestive changes and edema, 
particularly on the right. The right costophrenic sulcus was 
obliterated, probably owing to a small amount of fluid or to 
old adhesive pleurisy. However, the striking feature of the 
chest film was a well defined, circular shadow on the right 
side at the level of the eighth posterior interspace in the 
region of the transverse (horizontal) interlobar space (Fig. 1 
A and B). It measured approximately 6 cm. in its greatest 
diameter. Further examination of the x-ray film revealed 
two additional unusual shadows, one of which had a double 
contour and was located along the right upper lateral por- 
tion of the chest wall (Fig. 1 4 and B); the other was cen- 
trally located at the level of the arch of the aorta and was 
obscured for the most part by the spine. This shadow was 
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best visualized in its entirety in the upper anterior portion 
of the chest in the lateral view (Fig. 1 A, B, C and D). It 
was circular in outline and measured approximately 6 cm. in 
diameter. 

The patient was put to bed and was given supportive treat- 
ment. He was completely digitalized within 48 hours. At 
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remained irregular. He received ammonium chloride for 3 
days, and on the 4th hospital day he was given 1 cc. of 
mercupurin intravenously with an unsatisfactory diuresis. 
On December 8 he was given intravenous infusions of glucose 
in water because of dehydration of the tongue and mucous 
membranes. This resulted in an impressive diuresis and an 


D 


Ficure 1. 


A is an anteroposterior roentgenogram of the chest taken on admission (December 4, 1946), showing the un- 
usual shadows representing multiple, localized pleural effusions, the pulmonary congestion and the enlarged 


heart. B is a diagrammatic 


showing the large circular s 


C is a right lateral roentgenogram taken on the same day, 
ow (arrows) representing a loculated pleural effusion in the anterior, superior, 


paramediastinal space. D is a diagrammatic representation of C. 


the end of that time he appeared somewhat improved, but 
there was little or no change in the edema. He was main- 
tained on 0.1 mg. of digitoxin daily. The lungs showed some 
clearing, but he continued to have a distressing cough, - 
ductive of considerable amounts of frothy sputum. he 
apical heart rate was 72 per minute, and the cardiac rhythm 


obvious decrease in peripheral edema. The weight at that 
time was 58 kilograms (128 pounds), a loss of 10 kilograms 
(22 pounds) in the first 6 days of the hospital stay. On the 

ospital day a second roentgenogram of the chest (Fig. 2) 
showed a definite decrease in the transverse diameter of the 
heart from 19 cm. to 17.5 cm. and also considerable clear- 
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ing of the congestive changes in the lungs. The area of the the head and neck, were no longer engorged. All evidence of 
cardiac shadow was 217.0 sq. cm. The shadow in the — edema had completely disappeared. The lungs revealed 
ong only a few rhonchi and some scattered rales. € patient 


of the transverse interlobar fissure and the shadow a 


A 

Ficure 2. 
A is an anteroposterior roentgenogram of the chest taken on December 11, 1946, showing a decrease 
in the size of the interlobar effusion and in the loculation of fluid in the right upper cng chest 
is a 


wall; it also shows a decrease in the diameter of the aortic arch and the cardiac shadow. 
right lateral roentgenogram taken on the same day, showing that the !loculated effusion in the anterior, 


superior mediastinal space had completely disappeared. 
Auscultation of the 


weighed 54.5 kilograms (120 pounds). 
heart was as previously noted. The blood pressure was 110/70. 


the right upper lateral portion of the chest wall had de- 
A repeat electrocardiogram continued to show auricular 


creased considerably in size. The —— located shadow 
along the upper anterior portion of the chest wall directly 


B 


Ficure 3. 
A is an anteroposterior roentgenogram taken on December 19, 1946, showing further improvement 
elds and in the size of the heart; the interlobar effusion appears as a narrow fusi- 


in the lung fiel 
form band. is a right lateral roentgenogram taken on the same day. 


under the manubrium of the sternum had disappeared com- 
ey as the lateral chest film (Fig. 2 B) showed. By the 9th _ ing. 
ospital day marked improvement was evident. The veins of 


fibrillation but no essential change from the previous trac- 
e heart rate at.the apex was 78 beats per minute. 


The liver had decreased considerably in size, and at that 
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time its edge was measured approximately 5. 5cm. below 
the costal margin in the midclavicular line. ‘The spleen was 
not palpable, and the shifting dullness in the flanks had dis- 
appeared. Sixteen days after admission, a repeat roentgeno- 
gram of the chest (Fig. 34) demonstrated a slight decrease 
in the transverse diameter of the heart and further clear- 


Cc 
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The shadow in the right upper lateral portion of the chest 
was no longer present. A lateral film of the chest taken at 
the same time disclosed progressive improvement consistent 
with the changes noted in the anteroposterior view (Fig. 3B). 

During the following 12 days the steady improvement con- 
tinued on a maintenance dose of digitoxin. All signs of heart 


D 


Ficure 4. 
A is an anteroposterior roentgenogram taken on January I1, 1947, eighteen days after discharge, showing 


that the original interlobar effusion had reduced 
gone). B is a diagrammatic representation of 
showing the middle lobe of the right lung well 
D is a diagrammatic representation of C. 


to a narrow line (the other localized pleural effusions were 
. C is a right lateral roentgenogram taken on the same day, 
outlined by the remnants of the effusion in the interlobar space. 


ing of the congestive changes in the lungs. The area of the 
cardiac shadow at that time was 210 sq. cm., a reduction of 
25 $4. cm., or 10.6 per cent, from that of the original area. 
The large circular shadow in the region of the interlobar 
fissure reported in the original film (Fig. 1) showed a marked 
reduction in size and now appeared as a narrow fusiform 
band measuring approximately 5.5 cm. long and 0.7 cm. wide. 


failure had disappeared. The weight averaged 54.5 kilo- 


grams (120 pounds). The temperature remained normal 
throughout the hospital stay. The patient was discharged 
improved 20 days after admission. 

Buheosa days after discharge, a follow-up roentgenogram 
of the chest (Fig. 4 4 and B) showed continued improve- 
ment. The origina! shadow was represented by a narrow line. 


cm. 
~ 
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A lateral chest film taken at the same time revealed the 
middle lobe of the right lung well outlined by _ remnants 
of the effusion in the interlobar space (Fig. 4 C and D). 


Discussion 


The patient was admitted as an ordinary case of 
rheumatic heart disease with a severe degree of con- 
gestive heart failure. Apparently, this was his first 
episode of failure. Routine anteroposterior and 
lateral roentgenograms of the chest taken on ad- 
mission revealed the unusual shadows described. 
On admission there was some question of their 
origin. Although localized interlobar effusions are 
most commonly of pneumonitic or tuberculous 
origin”? the negative history of a pulmonary in- 
fection and the absence of fever were against either 
localized collections of empyema or pulmonary 
tuberculosis with localized areas of pleurisy with 
effusion. The absence of chest pain, hemoptysis, 
and thrombosis of the peripheral venous system 
was evidence against the diagnosis of multiple 
infarctions of the lung. The striking clinical improve- 
ment that followed ordinary therapeutic measures 
(bed rest, digitoxin and diuretics) and the simul- 
taneous regression of the shadows immediately 
ruled out the possibility of primary or metastatic 
carcinoma and obviously made multiple, localized 
pleural effusions as a manifestation of heart failure 
the most probable diagnosis.!* Of interest was the 
absence of physical signs over the areas noted in 
the roentgenograms. Naturally no attempt was 
made to aspirate these areas. 

In the previously reported cases of interlobar 
effusion associated with heart failure in which post- 
mortem examinations were done* ® ® either local 
adhesions or adhesive pleurisy with obliteration 
of the entire pleural cavity with the exception of 
the small space between the lobes of the lungs was 
found. This resulted in the accumulation of serous 
fluid within the free space. A study of these cases 
indicates that the transverse interlobar space is 
the most common site of interlobar effusions. On 
the other hand the evidence suggests that effusion 
in the long or oblique fissure is unusual and that 
multiple, localized pleural effusions as a manifesta- 
tion of congestive heart failure are extremely rare. 

The location of the loculations of fluid in the case 
presented was interesting. Repeated roentgeno- 
grams of the chest revealed beyond question that 
the circular shadow in the right middle-lung field 
was in the transverse interlobar fissure. 

It may be assumed that the shadow along the 
right upper lateral area of the chest wall was due 
to a loculation of serous fluid in an area in the 
pleural cavity where no adhesions were present be- 
tween the visceral and parietal pleura. 

The shadow centrally located in the anterior por- 
tion of the chest at the level of the arch of the aorta 
was of particular interest, not only because of its 
location but also because it was the first of the 
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shadows to disappear. It was believed that this 
shadow was due to a loculated serous effusion in the 
anterior superior paramediastinal space. 

Schwedel'? makes the statement that interlobar., 
effusions are characteristically the first to disappear 
after an effective diuresis or digitalization, or both. 
He attributes this rapid disappearance either to 
the small amount of fluid that is usually present in 
an interlobar space or to the fact that the fluid is 
enveloped by two visceral pleural surfaces, each of 
which might promote more adequate absorption 
than the parietal pleura. However, the rapid dis- 
appearance of the anterosuperior paramediastinal 
effusion and the loculation of fluid in the right upper 
lateral portion of the chest wall long before the 
disappearance of the interlobar effusion indicates 
that there may be exceptions to the sequence de- 
scribed in his statement. 

As in many cases of interlobar effusion studied, no 
antecedent history of an inflammatory reaction of 
the pleura or pneumonia could be obtained. Al- 
though pleural reactions are common in repeated 
episodes of congestive heart failure one is hardly 
justified in using this explanation in the case re- 
ported above, since this was the patient’s first bout 
of decompensation. 


SUMMARY 


A case illustrating multiple, localized pleural 
effusions as a manifestation of congestive heart 
failure is presented. 

That these findings are somewhat unusual in heart 
failure is indicated by the fact that no record of a 
similar case has been found in the literature. 


I am indebted to Dr. Lawrence A. Martineau, director of 
the Department of Roentgenology, Rhode Island Hospital, 
for his co-operation in this study. 
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THE INEFFECTIVENESS OF ALUMINUM SUBACETATE IN RHEUMATOID ARTHRITIS* 
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NEW YORK CITY 


NCOURAGING results from the use of alumi- 
num salts in the treatment of 12 patients with 
rheumatoid arthritis, active and inactive, were re- 
ported by Helfet.! In an effort to evaluate this 
therapy we employed aluminum salts according to 
his method for the treatment of a comparable series 
of patients with this disease. This report presents 
our results. 

Helfet predicated the use of aluminum salts in 
rheumatoid arthritis upon certain theoretical prem- 
ises, which are briefly summarized as follows. The 
first of these was that, regardless of the etiology, 
the symptoms of rheumatoid arthritis are the out- 
come of a secondary or physiologic hyperparathy- 
roidism; he regarded the clinical features of rheu- 
matoid arthritis as in many ways analogous to those 
of hyperparathyroidism. The second was the theory 
that parathormone is primarily concerned with the 
regulation of phosphorus metabolism exercised by 
control of the blood inorganic phosphate level. 

Helfet proposed and tried the use of aluminum 
salts in rheumatoid arthritis according to the fore- 
going postulates from which he deduced the follow- 
ing rationale. Since the major fault in the disease, 
according to his reasoning, lies in an overproduction 
of parathormone with its attendant decalcification 
of the bones, removal of the stimulus responsible for 
hypersecretion of the hormone — the blood inorganic 
phosphate level — should be the effective point of 
attack. Reduction of the blood phosphate level 
may be accomplished by a low phosphorus intake 
in the diet, but such a diet is impractical. An alter- 
native procedure is the administration of aluminum 
salts orally. These combine with phosphate in the 
bowel, and the resulting precipitate of insoluble 
aluminum phosphate is excreted unchanged. The 
absorption of phosphate is thereby diminished, and 
the blood phosphate level held down. Less para- 
thormone is then secreted, he reasoned, and in turn 
less calcium is drained from the skeleton. 

A discussion of the pros and cons of Helfet’s specu- 
lative concepts of the etiology of rheumatoid ar- 
thritis, or of parathyroid function, and the influence 
of aluminum salts is beyond the scope of this paper. 
We have been interested in the use of aluminum 
therapy primarily to evaluate its empirical value 
in rheumatoid arthritis. 


*From the Arthritis ini. Fourth Medical Division (New York Uni- 


versity), Bellevue Hospi 
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Helfet administered to his patients 4 cc. of a 2.5 
per cent solution of the aluminum salt (either 
aluminum acetate or aluminum gluconate) four 
times daily. All patients, in addition, received at 
least a pint of milk daily to prevent the possible 
development of rickets from overdosage of alumi- 
num salts. No toxic reactions were noted. Consti- 
pation, when present, was easily controlled with 
mineral oil. 

With this regime alone, and without adjuvant 
therapy of any sort, marked clinical improvement 
was reported. Of 15 patients, including 12 cases of 
rheumatoid arthritis and 3 of ankylosing spondy- 
litis, 12 improved in color, 10 increased in weight, 
and 9 described great relief from joint pain. Only 
2 were unimproved. The response of the patients 
was manifested within three or four weeks by a sense 
of well-being, improved complexion, appetite and 
energy as the oustanding benefits. Increased motion 
was noted in all articulations except those previously 
ankylosed. In some cases the spindle-shaped swell- 
ing of the finger joints disappeared. 


METHOopsS 


Twelve patients with rheumatoid arthritis in dif- 
ferent stages of the disease comprised our series. 
Study of a group as large as Helfet’s was initiated 
for comparison of results to determine whether fur- 
ther investigation of aluminum therapy in a large 
series of patients was warranted. Patients in this 
program did not receive any other treatment. Simple 
analgesics and local physical therapy were permitted 
when discomfort was severe. 

Patients were classified as presenting the early, 
moderate, advanced or terminal stage according to 
the severity of the signs.2 The rheumatoid status 
was designated as active or inactive. The latter 
showed definite osteoporosis in addition to other 
clinical features to serve as objective guides to re- 
sponse to this treatment. Of the 12 cases, 4 were 
early, 4 others moderate, and another 4 were ad- 
vanced. Prior to the start of therapy, 8 of the 12 
cases were active, and 4 were inactive. 

All patients received 4 cc. of a 2 per cent solution 
of aluminum acetate four times daily in addition 
to a quart of milk daily. This treatment was some- 
times supplemented by periodic placebo injections 
of isotonic saline solution to avoid any prejudice in 
the minds of those expecting the customary “‘injec- 
tions for arthritis” givem to many of the other pa- 
tients in the clinic. 


$08 


Radiographic studies and determinations of the 
erythrocyte sedimentation rate and blood calcium, 
phosphorus and phosphatase were performed peri- 
odically. 

All patients were followed for from one to two 
years. Evaluation of the response to treatment was 
carried out by means of the criteria provided in our 
therapeutic score card.’ 


RESULTS 


Of the 12 patients observed under aluminum salt 
therapy, 1 showed great improvement, and another, 
slight improvement; the status of the others was un- 
changed. In the objective evaluation of response to 
treatment in rheumatoid arthritis, only evidence of 
arrest of the disease or great improvement is sig- 
nificant. Owing to the ‘possibility of spontaneous 
partial or complete remission in this condition, the 
great improvement exhibited by 1 of 12 patients is 
of doubtful importance. One case of slight sympto- 
matic improvement carries even less weight. 

Among the 8 active cases there was no demon- 
strable influence upon the rheumatoid process. 

No significant alterations in the blood chemical 
findings were noted. No toxic reactions occurred. 

Recalcification of the bones.is a rare phenomenon 
in active or inactive rheumatoid arthritis‘ within 
the short periods involved here. It does occur, how- 
ever, On occasions spontaneously.’ If it were pro- 
duced in enough of these patients in such a relatively 
brief interval, it would indicate therapeutic action 
confirming some of Helfet’s theories for this disease. 
In all but 1 case the decalcification of the bones was 
unchanged or had progressed farther. After about 
fifteen months of aluminum therapy x-ray films in 
1 case showed at best a slightly suggestive appear- 
ance of recalcification of the bones. 
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SUMMARY 


Twelve patients with rheumatoid arthritis were 
treated with aluminum salts for a period of from one 
to two years. 

No appreciable improvement in the dabjective 
and objective signs of activity occurred, nor was the 
course of the disease significantly influenced in 11 of 
the 12 patients. 

Recalcification of the osteoporotic bones did not 
appear in the roentgenograms of 8 patients with 
active rheumatoid arthritis and of 3 inactive cases. 
In 1 case of inactive rheumatoid arthritis there were 
suggestive signs of slight recalcification. 

Repeated estimations of the blood calcium and 
phosphorus before and during treatment revealed 
no significant alterations. 

Aluminum subacetate demonstrated no significant 


therapeutic value in these patients. 
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RGANISMS belonging to the pleuropneumonia 

group (L organisms]|) were first cultured from 
the human genitourinary tract in 1937? and have 
been recovered from this tract by several investi- 
gators since that time.*-® No disease in human 
beings has yet been ascribed to such organisms, 
although they are known to cause important epi- 
zootic diseases in animals. This paper presents 
further observations on the incidence of these micro- 
organisms in human beings, with a discussion of 
their pathogenicity. 

The first organism of this type was cultivated in 
1898 from cattle!® and recognized as the cause of 
one of the most important plagues of this species: 
bovine pleuropneumonia. It attracted considerable 
attention because its cultural and microscopical 
characteristics differed from those of the established 
classes of micro-organisms. It had properties com- 
mon to the viruses, being filtrable and invisible in 
highly infectious tissues or body fluids. In contrast 
to viruses, however, it could be cultivated in lifeless 
mediums. Its growth rendered liquid mediums 
slightly turbid, and on solid mediums numerous 
tiny colonies developed. The individual organisms 
could not be seen in the cultures themselves or in 
the stained smears usually employed in bacteriology. 
It has since become apparent that the organism is 
so soft and fragile that it is destroyed during the 
preparation of the smears. The introduction of 
appropriate technic, however, has revealed that the 
cultures consist of small granules and of fine fila- 
ments, both of which may swell, forming soft, 
spherical forms of various sizes. The latter repro- 
duce again the granules and filaments. This repro- 
ductive process, which is very different from binary 
fission, is probably the most characteristic property 
of the organism. Although the organism differs 
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considerably from bacteria, the differences between 
the two groups are only apparent, and the organism 
of bovine pleuropneumonia is in our opinion, for the 
reasons given in a previous review," essentially a 
bacterium. 

For twenty-four years this organism was the only 
one of its kind that was known. In 1923 an organ- 
ism of similar properties was discovered as the 
cause of the disease known as agalactia in goats 
and sheep.” During the past twelve years similar 
organisms have been recovered from dogs, rats, 
mice and human beings, and have been found as 
saprophytic organisms in sewage and soil.4* The 
most surprising finding has been the discovery of 
organisms with similar properties in cultures of 
various bacteria.!?!4 The majority of investigators 
now consider these to be variant growth forms of 
the bacteria.” 3 

Whatever their source all pleuropneumonia strains 
are closely similar in the appearance of their col- 
onies, in morphology, in staining and in physical 
properties. The bovine, goat and rat strains are 
pathogenic and produce well known diseases. The 
mouse strains, usually harmless saprophytes, are 
pathogenic if introduced artificially into mice. 
pathogenic strains produce diseases that tend to be 
chronic. Although the primary localization of the 
process varies, joint involvement is common in all 
species of animals. Usually there is a migratory 
polyarthritis that subsides entirely within a few 
weeks, but occasionally the joint involvement is 
more severe, with suppuration and subsequent 
destruction of articulating surfaces and ankylosis. 
In mice, intravenous injection of one type of pleuro- 
pneumonia organisms (Type B) has been found to 
produce a chronic, proliferative process leading in 
many cases to ankylosis of the involved joints in 
two to five months." 

The pleuropneumonia-like organisms can be recog- 
nized only by culture. Identification cannot be 
made in microscopical preparations from lesions 
since the organisms are usually not visible in stained 
preparations and are not sufficiently characteristic 
in dark-field examination. Since the human strains 
are not pathogenic for laboratory animals, they 
cannot be recognized by animal inoculations. Cul- 
tures, however, are characteristic. Many human 
strains grow well on mediums used for cultivation of 
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gonococci, provided the mediums contain animal 
or human serum. We have obtained the best results 
with sedimented boiled blood agar to which 30 per 
cent ascitic fluid or 20 per cent human serum has 


Ficure 1. 

A shows a wet, stained-agar preparation of a two-day-old 
culture from the uterine cervix in which the colonies of the 
pleuropneumonia-like organisms are deeply stained — the flat, 
slightly stained colonies are .diphtheroids (x 600). B shows a 
wet, stained-agar preparation of a fully developed colony of 
leuropneumonia-like organisms, demonstrating the trans- 
ormation of the organisms into large round bodies, taken from 
a pure culture (x 600). C shows sixteen-hour colonies grown 
from the urinary sediment of a male patient, the tiny colonies 
being in clusters on and beneath the epithelial cells and a few 
separate colonies appearing on the agar surface; this photo- 
micrograph was made from a dry-impression ip spe thus 
making the epithelial cells visible (x 125). D shows the same 
culture after seventy-two hours’ incubation, the periphery of 
the colonies consisting of small bacillary forms like those 
illustrated in F and G below (x 125). E shows a wet, stained- 
agar preparation of young colonies of pleuropneumonia-like 
organisms in pure culture — the individual organisms are not 
clearly visible because all colonies were not in the same plane 
(x 1250). F shows animpression preparation of young colonies 
on agar after fixation of the agar with Bouin’s solution in which 
the organisms appear as small polar-stained bacilli; Giemsa 
stain was used (x 2000). G shows a Giemsa-stained prepara- 
tion from a broth culture in which small polar-stained bacillar 
forms, ring forms and markedly swollen forms are visible 
(x 2000). 


been added.!® Anaerobic conditions are necessary 
for many strains. The colonies are well developed 
in two or three days. Sometimes they are macro- 
scopically visible as pin-point colonies, but often 
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be recognized only in microscopical preparations. 
Stained agar preparations are the most appropriate 
for this purpose. A square of agar from a suspicious 
area on the plate is placed on a slide. It is covered | 
with a coverslip on which an alcoholic solution of 
methylene blue and azure has been dried. The 
space surrounding the agar square between the 
coverslip and slide is filled with molten paraffin. 
It is necessary in making these preparations to 
avoid large bacterial colonies because they often 
decolorize the stain. The appearance of L colonies 


Figure 2. Colonies of Pleuropneumonia-like Organisms in 
Cultures Made Directly from Specimens, as They rig a in 
Wet, Stained-Agar Preparations with Low (A and C) and 
with High (B and D) Magnification. 
A shows tiny colonies and a small streptococcus colony from a 
male urethra (x 200). B shows part of the former under high 
magnification, demonstrating the edge of the streptococcus colony 
and a few pleuropneumonta-like colonies after two days of 
incubation — the colonies in this case did not develop to a 
larger size (x 2000). C shows medium-sized colonies from a 
prostatic secretion after one day of incubation (x 200). D shows 
small and medium-sized pleuropneumonia-like colonies from a 
urinary sediment after sixteen hours’ incubation — the contours 


of two epithelial cells are noticeable in the photograph (x 2000). 


in such preparations is so characteristic that they 
cannot be mistaken for anything else by an experi- 
enced observer (Fig. 1 and 2). Under suitable condi- 
tions, even the tiniest colonies can be recognized. 
Whether small or large, the colonies not only extend 
on the surface but also invade the medium. The 
young colonies consist of small granules, which 
stain less deeply and are less refractile than bacteria. 
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The organisms on the surface of large colonies grow 
to large round bodies (10 microns or more in diam- 
eter), and as a result of the autolysis of many of 
these bodies, a foam-like structure develops at the 
edge of the colonies (Fig. 1 B). Because of the soft- 
ness of the organisms, some of them are always dis- 
torted and pulled out to filaments in preparations. 
The softness of the organism, the formation of large 
bodies and the extension of the colonies into the 
medium distinguish the pleuropneumonia-like organ- 
isms from other bacteria. 

The methods of anaerobic culture and stained 
agar preparations used in the present study have 
made possible the detection of pleuropneumonia-like 
organisms in many cases of genitourinary-tract 
infection in males in which the organisms would 
otherwise not have been recognized. These methods 
have been important also in differentiating pleuro- 
pneumonia-like organisms from pleomorphic forms 
of other bacteria. The procedures differ in many 
respects from those used by other workers. Micro- 
scopical examination of unstained colonies and dark- 
field examination of broth cultures are unsatis- 
factory and often misleading. The impression prep- 
arations used by Klieneberger' and Salaman* may 
lead to errors in the recognition and identification of 
pleuropneumonia-like organisms, since the small 
colonies cannot be seen and the large colonies are 
identified merely by the surface layer, the only part 
that adheres to the glass. This surface layer cannot 
be distinguished in such preparations from that of 
colonies of pleomorphic bacteria in which individual 
organisms swell into large spherical forms. 

The tendency toward the production of pleo- 
morphic forms of common bacteria, which are diffi- 
cult to differentiate from pleuropneumonia-like 
organisn s, is greatly increased by addition of 
penicillin to the medium to suppress bacterial 
growth. In our laboratory large spherical bodies 
have been produced from gram-negative bacilli and 
from gonococci and other Neisseriae on penicillin- 
containing medium. With certain bacteria, such as 
Haemophilus influenzae and Escherichia coli, the 
presence of penicillin causes the appearance of organ- 
isms that have all the characteristics of the pleuro- 
pneumonia group. In this paper, cases from which 
pleuropneumonia-like organisms were cultured only 
when antibiotics were given to the patient or were 
added to the culture medium are not included in 
the series and are considered only in the discussion. 

The pleuropneumonia-like organisms that are 
cultivated from human beings and that have no 
apparent relation to other bacteria are characterized 
at present only by their morphologic and physical 
properties. It is probable that they do not belong 
to a single species but represent many strains, which, 
like the mouse strains, are different in pathogenic 
action and serologic properties. However, the 
properties useful in differentiating strains of morpho- 
logically similar bacteria, such as growth require- 
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ments, metabolism and pathogenicity, are not 
known in these organisms. The cultural differences 
that we have observed, which may or may not 
represent differences between species, are variation 
in appearance and size of colonies and difference in 
adaptation to artificial mediums. Organisms ob- 
tained from the female genital tract can usually be 
cultivated without difficulty. The colonies reach a 
relatively large size (0.1 to 0.5 mm.) and grow easily 
in transplants. Culture from males is more difficult. 
In several male patients with severe inflammation 
of the genitourinary tract, the organism grew only 
anaerobically. The colonies remained very small 
(0.01 to 0.05 mm.) and in transplants the organisms 
either did not grow or died out in two or three sub- 
cultures. Nelson!® experienced difficulty in cultivat- 
ing an organism with similar properties that he 
isolated from a coryza of chickens. It grew at 
first in tissue culture alone and started to grow in 
lifeless mediums only after one hundred and twenty 
passages. The culture method that we have used 
is presumably not appropriate for all strains, and 
with this technic we probably do not succeed in 
growing the organism from all specimens in which 
it is present. 

Little is known about the serologic properties and 
pathogenic activity of the human strains, although 
some serologic differences between strains have been 
demonstrated.'!7_ Warren and Sabin'® studied a 
human strain isolated by us. They concurred in its 
classification in the pleuropneumonia group and 
found it to be serologically different from strains 
isolated from animals. ‘The human strains have not 
been pathogenic for mice, rats or guinea pigs except 
in one litter of young mice that died two to six days 
after infection.2 Using antigen prepared from two 
strains of pleuropneumonia-like organisms isolated 
from patients with nonspecific urethritis, Beveridge, 


~Campbell and Lind® obtained positive complement- 


fixation tests in 33 and 92 per cent of serums in 
two series of cases of nonspecific urethritis. How- 
ever, positive results were obtained also in 7 and 
70 per cent of two control series. The serologic 
studies reported by Wallerstein, Vallee and Turner!® 
are difficult to interpret, since the organism used, 
though resembling the pleuropneumonia-like organ- 
isms in a few respects, could not be differentiated 
from the Grahamella. Abundant growth that can 
be washed from agar mediums such as that reported 
has not been observed by any investigators with 
organisms of the pleuropneumonia group. 

In human beings the pleuropneumonia-like organ- 
isms were discovered first in the female and later 
in the male genitourinary tract. Material from 
various other sources, including secretions from the 
respiratory tract and conjunctiva, pleural, synovial, 
and spinal fluids and stools, has been examined with 
similar methods, but, in the absence of penicillin, 
all cultures have been negative for L organisms with 
the exception of synovial fluids from 2 patients with 
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Reiter’s syndrome discussed below.* The material 
cultured included 30 throat swabbings from patients 
with upper respiratory infections and 15 from cases 
of active rheumatic fever with or without pharyn- 
gitis; 24 tonsils excised for chronic _tonsillitis; 
secretions from 4 healthy conjunctivas and 9 cases 
of conjunctivitis; joint fluids from 15 cases of rheu- 
matoid arthritis; and 15 stool specimens. Beveridge, 
Campbell and Lind® found no pleuropneumonia-iike 
organisms in 4 patients with atypical pneumonia, 
in 57 washings from infected antra or in 70 excised 
tonsils. Perhaps the discovery of more appropriate 


Taste 1. Clinical Findings in the 58 Women Yielding 
L Organisms in Cultures from the Cervix or Vagina. 


ConpiTion oF PATIENT No. or 
Cases 
No history or evidence of genitourinary disease ........... 8 
Gonorrhea (both gonococci and L organisms present in 
Discharge persisting but gonococci no longer demonstrable 3 
Variety of or anisms present in addition to L organisms. 16 
L organisms found in pure or nearly pure culture........ 5 


mediums and more extensive use of anaerobic 
cultivation will demonstrate the presence of the 
L organism in some of these locations. 

Cultivation of pleuropneumonia-like organisms in 
human beings from sites other than the genito- 
urinary tract has been reported only by Hersch- 
berger, Dantes and Schwartzman.?® In blood cul- 
tures from a patient with subacute bacterial endo- 
carditis they found an organism that they were 
unable to identify. From their description it seems 
probable, as mentioned above, that the organism 
did not belong to the pleuropneumonia group but, 
as the authors suggest, to the Grahamella. 

After the discovery of L organisms in an abscess 
of a Bartholin’s gland in 1937, a study was under- 
taken to determine the incidence of these organisms 
in the human genitourinary tract.t All routine 
genitourinary specimens sent to the bacteriologic 
laboratory over a period of three months were 
examined for L organisms. The specimens were, 
in most cases, submitted for examination for gono- 
cocci and were planted immediately by the physician 
taking the specimen on 30 per cent ascitic-fluid- 
infusion agar plates containing 1 per cent neopeptone 


*Pleuropneumonia-like organisms have been found in cultures from the 
respiratory tract when penicillin has been given to the patient or added to 
the cultures to suppress bacterial growth. As pointed out above, these 
cenenias Sepreens a variant growth form of other bacteria, often 
H. influe In a series of 17 throat and sputum cultures in which 
penicillin was. added to the medium, pleuropneumonia-like organisms 
were isolated in 12, whereas the same specimens cultured on penicillin- 
free mediums were negative for L organisms. Similar organisms, together 
with H. influenzae, were cultured from the sputum of a patient with lung 
abscess intensively treated with penicillin aerosol and from a suppurative 
lesion of the jaw treated with penicillin. In all these cases the pleuro- 
pneumonia-like organisms were variants of other bacteria produced under 
the influence of penicillin. Nothing is known of their pathogenicity. 


tWe are indebted to Drs. J. V. eigs and Langdon Parsons, of the 
Massachusetts General Hospital, for _ aid in carrying out this study. 


and 2 per cent boiled horse blood. This series 
included 214 specimens from the uterine cervix and 


8 from the vagina, urethral discharges from 4 female > 


patients, purulent material from 18 patients with 
suppurative processes connected with the female 
genital tract (Table 2), 60 prostatic secretions and 
purulent discharges from 11 male patients with 
urethritis. The L organism was present in 26 per 
cent of the cervical cultures of the above series 
(Table 2). It was also found in the suppurative 
processes originating from the female genital tract 
but in a lower proportion of cases. 

The incidence in the female genitourinary tract in 
this series was in the same range as that reported 
by other investigators. Klieneberger-Nobel® found 
L organisms in only 14 per cent of 50 pregnant 
women but noted a much higher incidence (33 to 
40 per cent) in the vagina in women with pathologic 
conditions of the genitourinary tract. Similarly, 
Salaman® reported much higher percentages of posi- 
tive cultures (44 to 75 per cent) in women with 
various inflammatory conditions of the genito- 
urinary tract than in normal women (6 per cent). 
Beveridge, Campbell and Lind® obtained positive 
cultures in 17 per cent of 101 “‘apparently normal 
women”’ attending the gynecologic clinic. 

Clinical data on the 58 women of the original 
series with’ positive L cultures are presented in 
Table 1. The organism was present in 6 cases 
without any evidence or history of genitourinary 
disease. It was associated with the gonococcus in 
11 cases and remained in the cervix after the gono- 
cocci disappeared. The relatively high incidence of 


TaBLe 2. Recovery of Pleuropneumonia-Like (L) Organisms 
from an Unselected Series of Specimens from the Human 
Genitourinary Tract. 


Source Tora. No. PATIENTS WITH 

or PaTIENTS L Orcanisms 

No. PER- 

CENTAGE 

Cervical secretion ..........-........ 214 56 26 
Vaginal secretion ................... 2 25 
Urethral di i ron (female patients) . 4 0 0 
Bartholin abscess ...............-.., 6 1 17 
Peritonitis ontine: from salpingitis .... 4 1 25 
rostatic secretion................... 60 5 8 
Urethral (male patients) . . 11 1 9 


this organism in the female genital tract suggests 
that it is part of the bacterial flora in this location. 
However, its presence in suppurative processes 
suggests that it occasionally has some pathogenic 
action in the female genital tract. Since the original 
series of unselected cases was completed, we have 
searched for L organisms in various types of in- 
flammation of the female genitourinary tract and 
have obtained further suggestion of its pathogenicity. 
We have cultivated the organism from Bartholin’s 
abscesses in 6 cases and from a pelvic abscess asso- 
ciated with puerperal infection and from one asso- 
ciated with salpingitis. The organism was associated 
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with other bacteria except in 2 cases of Bartholin’s 
abscess (Case 1).* In 6 cases of acute and chronic 
vaginitis and cervicitis the L organism was present 
in pure culture (as in Case 2) and in 17 other cases 
was found in much greater abundance than other 
bacteria. In some of these cases the acute inflam- 
matory condition developed a few days after sexual 
exposure. Such observations lend support to the 
hypothesis that the organism is pathogenic under 
certain conditions and indicate the necessity for 
further studies of its role in inflammatory conditions 
of the female genitourinary tract. 

In male patients the incidence of L organisms in 
the genitourinary tract is much lower than that in 
females. In the original series of routine cultures dis- 
cussed above, the incidence in males was 8 per cent 
(Table 2). Beveridge® isolated pleuropneumonia-like 
organisms in 4 of 24 cases of nongonococcal urethritis 
in males. Salaman® found L organisms in-4 out of 
28 men without any evidence of urethritis and in 
3 of 45 cases of nonspecific urethritis. Johnston’ 
isolated L organisms in 2 cases of nonspecific ure- 
thritis. Beveridge, Campbell and Lind® cultured 
pleuropneumonia-like organisms from 14 of 70 
urethral washings from patients with nonspecific 
urethritis; from 67 normal male medical students 
they obtained no positive cultures. The incidence 
in these series might have been higher if stained 
agar preparations had been used since small L col- 
onies may not have been recognized by the methods 
employed. 

This difference in incidence of L organisms in the 
male and female genitourinary tracts has also been 
apparent in the many cultures, taken during and 
after gonococcal infections, examined since the 
original series of unselected specimens was com- 
pleted. These specimens have also afforded oppor- 
tunity to determine the frequency of association of 
gonococci and L organisms in the genitourinary 
tract. In cultures from female patients the two 
organisms were often found together. In our original 
series the L organism was found in association with 
the gonococcus in 11 female patients, and in the 
5 cases followed, the L organisms remained in the 
cervix after the gonococci had disappeared. In 
male patients, on the other hand, none of the 
6 cultures that showed gonococci were positive for 
the L organism. In fact, L organisms have been 
found, in our laboratory, in only 2 cultures from 
the male urethra or prostate that were positive for 
gonococci and in only 1 case in cultures obtained 
immediately after the cure of a gonococcal infection. 
It is apparent that pleuropneumonia-like organisms 
are not common inhabitants of the male genito- 
urinary tract as they are in female patients. 
Salaman® reported positive cultures for L organisms 
in 12 of 35 cases of gonorrhea in men. However, as 
mentioned above, the addition of penicillin to the 


*In 1 case anaerobic cultures were not made so that the possibility 
that other anaerobic bacteria were present could not be ruled out. — 
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culture medium causes production of large spherical 
forms of gonococci and other bacteria, and differen- 
tiation of such pleomorphic forms from pleuro- 
pneumonia-like organisms is extremely difficult in 
the impression preparations used by him. 

A study of the male patients from whom positive 
cultures for pleuropneumonia-like organisms were 
obtained gave more definite evidence of the patho- 
genicity of these organisms than that in the female 
patients. The organisms have been found in 
58 male patients, including the 6 cases in the original 
routine series (Table 2). All had evidence of prosta- 
titis or other genitourinary-tract infection at the 
time of the isolation of the organism. In 1 patient 
(Case 12) L organisms were first cultured from the 
prostate during an acute attack of urethritis, arthritis 
and iritis. Eighteen months later cultures of the 
prostatic secretion were negative for L organisms. 
However, during an attack of urethritis, arthritis 
and conjunctivitis, apparently precipitated by pros- 
tatic massage, an abundant growth of L organisms 
in pure culture was obtained from the prostate. In 
12 cases the L organisms were grown in pure culture. 
Six of these patients had cystitis (as in Case 11). 
Another had a periurethral abscess. In the 4 cases 
of cystitis followed L organisms disappeared or 
decreased markedly in number after the urinary 
symptoms subsided. These data offer strong evi- 
dence that the pleuropneumonia-like organisms were 
the cause of the urinary-tract infection. 

In a control series of 31 patients with chronic, 
nongonococcal prostatitis, only 1 of the prostatic 
cultures contained L organisms. The technic of 
culture and examination was the same as that used 
in the cases of acute or subacute prostatitis in which 
prostatic cultures were positive for L organisms. 

Clinical data on the male patients can be pre- 
sented best if the cases are divided into groups. 
These presumably indicate the various clinical pic- 
tures produced by infection with pleuropneumonia- 
like organisms. The groups are discussed separately 
so far as possible, and cases characteristic of each 
type are presented. Ninety per cent of the patients 
were between the ages of twenty and forty. In all 
groups the severity of involvement varied greatly. 

In 26 cases the infection was limited to the urethra 

sand prostate without cystitis, arthritis or conjuncti- 
vitis. The evidence of urethritis varied; approxi- 
mately a third of the cases had only a slight dis- 
charge (or slight burning on urination) lasting a few 
days or months (as in Case 3), whereas the remainder 
had a moderate or profuse purulent discharge per- 
sisting for months or even years (as in Case 4). 
One patient had a periurethral abscess of two days’ 
duration. Similarly, the prostatitis was manifested 
in a third of the cases merely by slight change in the 
size and texture of the prostate and a few white 
cells in the secretion, but in others the gland became 
large, boggy and tender and massage produced 
purulent secretion. In 5 cases pure cultures of 


/ / 
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L organisms were obtained from the urethral secre- 
tions. In most of this group there was no evidence 
of systemic involvement, but 2 patients had an 
erythematous maculopapular rash. 

In 9 cases the infection involved the bladder. 
Symptoms in these patients varied from slight 
dysuria and frequency in 2 cases to severe pain or 
gross hematuria in the remaining 7. Severe hemor- 
rhagic cystitis was demonstrated by cystoscopy in 
4 cases. The urine yielded abundant growth of 
pleuropneumonia-like organisms in pure culture in 
6 cases and was associated with a few colonies of 
diphtheroids, staphylococci, Esch. coli or streptococci 
in the others. In a higher percentage of these pa- 
tients with cystitis (8 of 9 cases) than in those with 
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or iritis who presented the typical picture of Reiter’s 
syndrome. 

In the patients with chronic joint involvement, 
the evidence of urinary-tract infection antedated the 
onset of the arthritis in all but 1 patient, a sixty- 
nine-year-old man with typical rheumatoid arthritis 
of thirty-three years’ duration. The joint symptoms 
in this group consisted usually of stiffness, aching 
and slight swelling that persisted for months or 
years (as in Case 6). It is impossible to determine 
whether there was any relation between the joint 
involvement and the urinary-tract infection in 
these cases. 

The joint involvement in the acute cases was 
usually sudden in onset, polyarticular and often 


TaBLe 3. Synovial-Fluid Findings in Male Patients with Positive Cultures for Pleuropneumonia-Like Organisms.* 


Case Joint CLot Waite PoLyMoKPHO- Sucar RELATIVE Mucin 
No.t NUCLEAR CELLS Viscosity Type oF 
SERUM FLUID RECIPITATE 
per cubic millimeter % mg.[100 cc. mg./100 ce. at 38°C. 
327889 Right knee _ 650 72 95 90 _- Excellent 
516121 Right knee ++++ 8,200 65 5 90 5.6 Poor 
1 E. Left knee ++ 2,050 67 90 84 9.4 Poor 
52561 Left knee +++ 2,500 64 80 83 13.8 Good 
315 Left knee +++ 56,400 88 — — 23 Fair 
348216 Right knee -- 5,050 9 -- 90 5.5 Good 
R. F. Left knee ++++ 32,550 87 106 65 3.1 Very poor 
serene Left knee +++ 9,200 51 98 94 11.9 Excellent 
1/29/46 = Right knee ++ 20,700 77 112 109 7.4 Good 
1/29/46 = Left knee + 12,400 56 112 111 16.3 Good 
aga Right knee ++ 52,800 79 — — 9.3 Fair 
; ight knee +++ 11,200 37 — 71 10.6 Fair 
Left knee +++ — — ~ 66 16.9 Fair 
273497 knee +++ 23,750 62 15.5 Fair 
Left knee _ 15,200 53 90 84 4.2 Poor 
E. R. Right knee 3,300 54 


*In all patients popetpeeemnaty ts organisms were cultured from the genitourinary tract and in patient R. F. and Case 440884 
uid. 


from the synovial 


tThe cases without numbers were from outside hospitals. The last 7 cases presented the characteristic picture of Reiter’s syndrome. 


uncomplicated urethritis and prostatitis, the infec- 
tion persisted for many weeks. In 3 cases it recurred 
frequently over the course of several years. It is 
in this group that the effect of streptomycin therapy 
was most impressive, as pointed out below. Evidence 
of systemic involvement was present in only 2 of 
these patients. They had the characteristic picture 
of Reiter’s syndrome and are discussed in that group. 

The presence of constitutional symptoms (fever, 
chills and malaise) and joint involvement in many 
of the male patients with positive cultures for 
pleuropneumonia-like organisms suggests that these 
organisms produce a generalized infection with joint 
localization. Arthritis was present in 27 cases, 
but the type varied considerably. They can be 
divided into cases with subacute or chronic joint 
involvement (9 cases) and those resembling infec- 
tious arthritis in the acuteness of onset, the tendency 
to migration and the degree of pain, tenderness and 
heat of the involved joints (18 cases). The acute 
group can be further subdivided into 9 cases without 
eye involvement and 9 patients with conjunctivitis 


migratory (Cases 7, 8 and 9). In 6 cases it was 
associated with fever and malaise and in 2 cases 
with chills. Two patients had skin rashes, maculo- 
papular in | and vesicular in the other, and another 
had a balanitis. The affected joints were usually 
swollen, very painful and tender and occasionally 
somewhat reddened. The effusions usually persisted 
for long periods, often for months. The cytologic 
and chemical findings in the synovial fluids obtained 
in 6 cases are summarized in Table 3. The total 
leukocyte and polymorphonuclear counts were lower 
and the sugar contents higher than those found in 
comparable cases of infectious arthritis due to 
pyogenic organisms." Similarly, the mucin precipi- 
tated with acetic acid formed a tighter clump in 
most of these fluids than in effusions from other 
types of infectious arthritis. Despite the evidence 
of rather severe inflammation given by the synovial- 
fluid findings (Table 3), the only roentgenographic 
change observed to date is moderate decalcification 
of the bones around the involved joints. 

The clinical picture in 9 cases was characteristic 
of Reiter’s syndrome, consisting of urethritis, arthri- 
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tis and conjunctivitis (Cases 1] and 12). The genito- 
urinary and joint involvement resembled that of 
the other cases with acute arthritis. The synovial- 
fluid findings in 7 cases are given in Table 3. The 
conjunctivitis was usually moderately severe, often 
with purulent discharge and persisting for one or 
two weeks. In 2 cases there was only slight redness, 
burning and discharge lasting one or two days. 
Iritis was present in 2 of the cases, but no patients 
had corneal ulcers. Balanitis, consisting of super- 
ficial papulovesicular or ulcerated lesions, was noted 
in 5 patients. Stomatitis was present in 2 of these. 
Three patients had generalized skin lesions, maculo- 
papular and vesicular. Aspiration of vesicles on the 
plantar surface of the foot in 2 of these cases yielded 
amorphous material, cultures of which were sterile. 
Like the patients with uncomplicated urethritis and 
prostatitis due to the pleuropneumonia-like organ- 
isms, the patients with Reiter’s syndrome showed a 
tendency toward recurrence of the disease, 5 out of 
9 having recurrences. One patient (Case 12) has 
been seen in 5 attacks during the past six years. 


(To be concluded) 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 


Stated Meeting, February 4, 1948 


STATED meeting of the Council was called to 
order by the president, Dr. Edward P. Bagg, 
Hampden, on Wednesday, February 4, 1948, at 
10:30 a.m. in John Ware Hall, 8 Fenway, Boston. 
One hundred and ninety-seven councilors (Appendix 
No. 1) were present. 
After opening the meeting and introducing the 
new secretary, Dr. H. Quimby Gallupe, Middlesex 
South, the President read the following obituary: 


Witutam J. Pettetier.—‘“No physician, insofar as he is 
a physician, considers his own good in what he prescribes, 
but the good of the patient” according to the pronounce- 
ment of Plato in the third century B. C. The truth of this 
axiom, particularly regarding the physician’s own health, 
has been demonstrated once more to our profound sorrow 
in the twentieth century, A. D., through the death in the 
prime of life of our fellow councilor, William J. Pelletier, 
who had just turned fifty years. 

One of Tufts’ most brilliant graduates, he furnished an 
outstanding example of what a talented physician can 
mean in the life of a smaller community, not only by the 
skillful laying on of hands but also by the breadth of his 
interests and the strength of his upright, friendly charac- 
ter. Throughout the upper Pioneer Valley, he was favor- 
ably known as a practitioner of medicine. As a surgeon, 
he won membership in the American College of Surgeons. 
For years he handled acceptably the medicolegal problems 
of the Eastern District of Franklin County as associate and 
since 1943 as chief medical examiner. 

Dr. Pelletier volunteered for military service in the 


United States Army in World War I. During World War © 


II he acted as physician to his Selective Service board 
when disabilities kept him out of uniform. 

A past president of the Franklin District Medical So- 
ciety and long-time member of the Council, he was always 
alert and ready, so long as his strength permitted, for 
whatever work was assigned to him in the Massachusetts 
Medical Society. His counsel will be missed in the affairs 
that concern us all, but even more so in his hometown, 
Turners Falls, where he served so splendidly as a citizen 


in various capacities, nonpeg | those of school physician . 


and member of the Board of Health. Most acutely, out- 
side the family circle, the Farren Memorial Hospital will 
suffer through the loss of Dr. Pelletier, a former president, 
who did so much to improve the facilities of the institution 
in anticipation of the growing clinical needs of his fellow 
citizens. 


Like Dorcas of Joppa, this man was “full of good works 
and alms-deeds which he did.”A modern Luke, he was a 
beloved physician worthy of the name who did not “live 
unto himself” alone. 


May peace be his reward, well deserved and without end. 


The President then said that he had just been 
notified of the passing of Dr. Isaac S. F. Dodd, of 
Pittsfield, vice-president of the society in 1947, and 
that since it was impossible on such short notice to 
do justice to his work and character, he was post- 
poning his memorial until the next Council meeting. 

At the request of the President, the Council stood 
for one minute in silent tribute to the two departed 
members of the Council. 

_ The Secretary presented the record of the October, 
1947, meeting of the Council as published in the 


New England Journal of Medicine, issue of December 
4. 1947, and moved its acceptance. The motion 
was seconded by Dr. Eliot Hubbard, Middlesex 
South, and it was so ordered by vote of the Council. 


APPOINTMENTS 


The President then announced the following in- 
terim appointments: _ 
To the Committee on Postgraduate Medical Education: Dr. 


John F. Conlin, Suffolk, to replace Dr. Robert N. Nye, 
deceased. 


To Represent the Massachusetts Medical Society on the Board 
4 rustees of the Boston Medical Library, retroactive to 
anuary I, 1948: 
Dr. Curtis C. Tripp, New Bedford, to serve for 1948. 
Dr. John J. Curley, Leominster, to serve for 1948-1949. 
ma “Sula S. O’Keefe, Lynn, to serve for 1948-1949- 


Dr. Albert Ehrenfried, Boston, to serve for 1948-1949- 
1950-1951. 


Delegates to Annual Meetings of New England State Medical 
octeties: 


Connecticut, Dr. Raymond L. Barrett, Springfield. 
Alternate, Dr. John Pallo, Westfield. 


New Hampshire, Dr. William M. Collins, Lowell. 
Alternate, Dr. Ralph E. Cole, Westford. 

Maine, Dr. Harold G. Giddings, Boston. 
Alternate, Dr. Lincoln C. Peirce, Newburyport. 


Rhode Island, Dr. Harold E. Perry, New Bedford. 
Alternate, Dr. William Mason, Fall River. 


Vermont, Dr. Warren D. Thomas, Montague. 
Alternate, Dr. John B. Temple, Shelburne Falls. 
The President asked for confirmation of these ap- 
pointments, and it was so ordered by vote of the 


Council. 


REportTs OF CoMMITTEES 


Committee on Public Relations — Dr. Harold R. 
Kurth, Essex North, Secretary. 


President Bagg stated that according to the cir- 
cular of advance information (Appendix No. 2) the’ 
first item was to consider whether or not to ap- 
prove the objectives of the National Physicians Com- 
mittee, and that Dr. Channing Frothingham had 
been given a hearing before the Committee on 
Public Relations, since time was not sufficient at 
the last meeting of the Council. Also, a letter from 
Dr. Frothingham had been published in the New 
England Journal of Medicine, issue of November 20, 
1947. | 

The National Physicians Committee had sent Mr. 
M. H. Peterson to attend the last meeting of the 
Executive Committee. The President asked the 
Secretary to read a résumé of Mr. Peterson’s re- 
marks (Appendix No. 3). 
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The Secretary then moved the approval of the ob- 
jectives of the National Physicians Committee. 
This motion was seconded. 

Dr. Channing Frothingham opened the discussion 
as follows: 


I should like to say that as I go around the country, 
not only among the laymen but also among the medical 
profession, there are a good many people who doubt the 
sincerity of the National Physicians Committee, and also, 
admitting that the National Physicians Committee is sin- 
cere, there are a good many who do not approve of its 
methods. 

Later this morning you will be asked to raise your con- 
tribution for information regarding medical legislative 
service, which is produced by Marjorie Shearon, and I 
should like to give a short quotation from Marjorie Shearon 
concerning the National Physicians Committee: 


The National Physicians Committee is still another 

inimical force working against the medical profession 

from within. This organization I regard as second only 

to the medical politicians in their threat to American 

medicine. 

A letter from Marjorie Shearon, which she sent around to 
members of the medical profession and others interested, 
contains the following statements: 


I have refused to co-operate with the National Phy- 
sicians Committee because the publications of that com- 
mittee have been misleading, and have failed to give to 
the medical profession the carefully prepared, scientifi- 
cally accurate, and objectively informative material 
which the profession should have. 

The facts about nationalization of medicine speak 
for themselves and, unembellished, are sufficiently 
alarming. 

Evidence given at the hearing on S 1606 indicates the 
National Physicians Committee receives a considerable 
proportion of its backing from the drug industry. Why 
should the medical profession, which is a reputable and 
honorable one, altruistically devoted to the service of 
humanity, have its “educational” campaign or, more 
correctly speaking, its legislative-lobbying activities 
financed in considerable measure by a purely commercial 
group such as the drug industry? 

The National Physicians Committee, from its own 
testimony, appears to be vulnerable in its dealings with 
the Bureau of Internal Revenue. 

Mr. Edward F. Stegen, associate administrator of 
the National Physicians Committee, has not, in my 
opinion, conducted himself in accordance with accepted 
professional standards of conduct. 

The Washington representative of the National Phy- 
sicians Committee, Arthur L. Conrad, associate adminis- 
trator of the National Physicians Committee, in my 
opinion is exceptionally unqualified to represent the 
physicians and surgeons of the United States. 

Tai not convinced the National Physicians Committee 
“discussion groups,” which early in May delivered a 
statement of high policy regarding national health legis- 
lation, really represented the ne Ao profession or was 
working in the best interests of the profession. 

I doubt if the members of the Board of Trustees of 
the National Physicians Committee, who are, I take it, 
of high standing and unquestioned probity, 

ave any clear picture of what goes on in Washington 
in their name. 

For these reasons, I urge the Council to explore the sin- 
cerity and activity of the National Physicians Committee 
before giving it its stamp of approval. 


President Bagg asked for any further discussion. 
Dr. Reginald Fitz, Suffolk, drew attention to the 
fact that the committee to meet with the Committee 
on Medical Economics had not reported and that 
Dr. Gallupe’s motion was out of order, and Dr. 
Fitz moved that the motion to approve be tabled 
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until the report of the committee was received. Dr. 
Carl Bearse, Norfolk, seconded this motion. It was 
so voted. 

Dr. Bagg stated that the matter could be referred 
back to the Committee on Medical Economics. 

Dr. Bagg then stated that the matters concerning 
Blue Shield, referred to Dr. McCann’s sub- 
committee, would be resubmitted to the Committee 
on Public Relations at the next meeting. 

Dr. Bagg then called attention to a resolution in 
the report of the Executive Committee report (Ap- 
pendix No. 4) in which Dr. Curley moved to approve 
the changes in the by-laws suggested in a letter from 
Dr. Bagnall, to the effect that the president of Mas- 
sachusetts Medical Service, Inc., and the medical 
director thereof be made members of the Council. 
This motion was seconded by Dr. Wheeler and 
unanimously approved by the Executive Committee. 

Dr. Bagg asked the pleasure of the Council. Dr. 
Curley then repeated his motion, which Dr. Wheeler 
seconded. Dr. Bagnall offered the following amend- 
ment to the motion: “If the president of Massachu- 
setts Medical Service be a physician, and a member 
of the Massachusetts Medical Society” because the 
president might not be a physician, and therefore 
would not be eligible for membership in the Council. 
Dr. Curley accepted the amendment. Dr. Bagg 
called for a vote. The motion was carried. 

Dr. Bagg then called attention to a statement of 
Dr. Appel’s as follows: “The medical staff of the 
Salem Hospital unanimously opposed the inclusion 
of professional services in the Blue Cross policy.” 

Dr. Bagg then spoke as follows: 


This item was referred to Dr. McCann’s committee. 
It seems to me pertinent to speak at this time of the 
present status of the report of the Special Services Com- 
mittee, which had to do with that topic, and I should like 
to read you a letter that I wrote to Dr. Parkhurst, chair- 
man of the Committee to Meet with the Massachusetts 
Hospital Association. This is under date of January 30. 


Two hundred copies of the reprints of the report of 
the Committee on Special Services have been sent to the 
president of the Massachusetts Hospital Association 
for distribution to member hospitals. After consulting 
with members of the Committee on Public Relations, 
it seems proper to refer these stated principles of the 
physician-hospital relations to your committee, to meet 
with the Massachusetts Hospital Association. | 

I should like to add the name of Leland S. McKittrick 
to your Committee, inasmuch as he was chairman of the 
Special Services Committee, and is vitally interested 
in the matter. 

The ultimate application of these principles, of course, 
must rest with the members of the Society who com- 
pose the medical staffs of individual hospitals. Approval 
of the Council for this action will be sought at he next 
stated meeting. 


That is today. I have a letter under date of January 28 
from the secretary of the Massachusetts Hospital Asso- 
ciation, as follows: 


We are today in receipt of 200 reprints of the Report 
of the Committee on Special Services. They are being 
mailed out today to member hospitals. 


As you recall, that report was approved at the October 
meeting of the Council, and it was published in the Journal 
in December. The difficulty that has held it up so long 
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was to get reprints. They were finally made available, 
after the middle of January, and they have gone out. 

have a letter from Dr. McKittrick stating that he 
would be very glad to serve, if the Council so wishes. What 
I should like to know now is whether the Council approves 
of this disposition of the matter. 


Dr. Hornor moved approval of the President’s ac- 
tion. The motion was seconded by Dr. Bagnall and 
unanimously voted by the Council. 

Dr. Bagg then asked Dr. John F. Conlin to report 
on the Women’s Auxiliary and other matters. 

Dr. Conlin then stated that three auxiliaries had 
been organized and six others were in the process 
of organization. He asked the co-operation of the 
officers of the district medical societies toward the 
formation of auxiliaries so that a state auxiliary 
could be formed. 

Dr. Bagg then asked for approval of the recom- 
mendations to expend $50 to help the State Nurses’ 
Association publish a fact sheet on schools of nursing 
in Massachusetts. 

Dr. O’Hara moved that the recommendation be 
approved. Dr. Bagnall seconded the motion, which 
was carried. 

Dr. Bagg asked the pleasure of the Council re- 
garding the approval given by the Executive Com- 
mittee to the action of the Public Relations Com- 
mittee in increasing the fee of the Marjorie Shearon 
Service from $200 to $500. 

Dr. Dunlop moved to increase the fee for the 
Service from $200 to $500. 

The motion was seconded. It was then discussed 
by Drs. Channing Frothingham, Dwight O’Hara, 
gy Bagnall, Augustus Thorndike and Reginald 

itz. 

Dr. Buck explained that the Committee on 
Finance had approved the expenditure by the Com- 
mittee on Public Relations as reasonable. Dr. 
Bagnall stated that the matter was one of approval 
or not of the President’s action in emergency ap- 
propriations. Dr. Leroy E. Parkins, Suffolk, ques- 
tioned the importance of the Shearon Service. 

Dr. Allan M. Butler, Suffolk, stated that the com- 
mittee had a right to buy information needed but 
questioned the advisability of the Society’s sub- 
scribing to a particular service. 

Dr. Bagg stated the question. The motion was 
passed by a majority vote. 

Dr. Ober moved the approval of the report as a 
whole. Dr. O’Hara seconded this motion, and since 
there was no discussion, the motion was carried. 


STANDING CoMMITTEES 


Committee on Publications — Dr. Richard M. Smith, 
Suffolk, Chairman. 


This report, which is as follows, was presented by 
Dr. Smith: 


The Committee on Publications wishes to submit an 


amendment to the by-laws of the Society, in Chapter IV, 
Section 1, as follows: omitting the word ‘“‘and” in the last 
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portion and substituting a comma, and adding after “com- 
mittees,” the phrase, “and the editor of The New England 
Journal of Medicine.” The whole Section will then read: 


Section 1. The Council shall consist of councilors” 
chosen by the district societies, the president, ex-presi- 
dents, president-elect, vice-president, vice-presidents 
secretary, treasurer, and assistant treasurer 
of the Society, the secretaries of the district societies, 
the chairmen of all standing committees and the editor 
of the New England Journal of Medicine. 


Dr. Smith moved acceptance of the report. Dr. 
Parkins seconded the motion. 
Dr. Bearse, Norfolk, spoke as follows: 


Mr. President, I feel at the present moment like a man 
who is a day late to a funeral. In this present report a 
recommendation has been made that the by-laws be 
amended — well, the by-laws have been amended so that 
the editor of the New England Journal of Medicine would 
be a member of the Council, ex-officio. 

This particular recommendation has been made very 
correctly, but when it comes to amending the by-laws, 
according to the by-laws under which we are now operating, 
there is a definite formula to be followed. 

In the report of the Committee on Publications, that 
formula has been followed. 

Earlier this morning the Council voted to accept a motion 
to the effect that the director of the Blue Shield and the 
president of the Board of Directors of the Blue Shield and 
the medical director be. made members of the Council, 
ex-officio. 

In order to have this done, a similar motion should have 
been introduced, as has been done by the Committee on 
Publications. The by-laws state in Chapter 9, amend- 
ments, “These by-laws may be amended by a majority 
vote at any annual meeting of the Society, provided that 
the proposed amendment or amendments shall have been 
submitted previously in writing to the Council.” 

So far as the action taken by the Council yg to 
the motion made to have the president of the Board of 
Directors and the medical director members a that 
has not been done. Therefore, if this particular recom- 
mendation is accepted, so far as the editor of the Journal 
is concerned, it will be for that purpose only, and I should 
say that the other motion that was passed is out of order. 


Dr. Bagg replied as follows: 


I will state for the information of Dr. Bearse and the 
Council that merely approving of these changes in the 
by-laws does not make them official. The by-laws state 
that amendments must be approved by the Council and 
then submitted with the call to every member of the So- 
ciety at the annual meeting.. It is only at the annual 
meeting of the Society that by-laws can be changed. But 
in order to get them in with the Council approval, in the 
call of the annual meeting, it is necessary to approve them 
at this meeting. They do not become automatically law. 


They still have to be ratified by the general body of the 


members. 
Therefore. I would rule that it is not out of order. 


Dr. Hornor then spoke as follows: 


I do not see how we can avoid resubmitting this ques- 
tion to the Council in its May meeting and at the same time 
having it published in the call for the annual meeting, 
and as I interpret the by-laws, if the Counc’! at the meet- 
ing in May approves of these proposed changes in the by- 
laws, at the annual meeting they can be approved, accepted 
or declined. 

I therefore think that we should accept the report of 
the Committee on Publications and also that it would be 
in order after that report is accepted to submit the changes 
in by-laws, as we want to have them at the next meeting 
of the Council, appear in writing to the Council. : 

All amendments must be submitted in writing, as this 
one has. And if we can accept Dr. Smith’s report, I should 
like to submit the exact form of the changes and by-laws 
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that we want to have made, and have those published in 
the call of the May Council meeting and then go to the 
annual meeting. 


Dr. Smith moved that the recommendation be ap- 
proved and the report accepted. The motion was 
seconded, and it was so ordered by vote of the 
Council. 


Committee on Arrangements — Dr. George G. Bailey, 
Jr., Chairman. 

This report was presented by the Chairman, Dr. 
Bailey, as follows: 


The Committee on Arrangements reports that plans for 
the program of the 1948 annual meeting are well under 
way. It expects to present a well balanced program with 
interesting speakers who will appeal to the membership 
of the Society. 

Our technical-exhibit spaces have, as usual, all been sold, 
so that the financial success of the meeting is assured, but 
owing to the fact that we have less space available for 
sale, our profits will undoubtedly be less than they have 
been in recent years. 

Special emphasis is being placed upon the scientific ex- 
hibits this year, and ten hospitals have been invited to 

resent exhibits. These should be a particularly attractive 
of the meeting. 

May 25, 26 and 27 are the dates for the meeting, with 
the Council meeting on Monday evening, May 24. 


Dr. Bagg stated that he had been able to obtain 
Mary Ellen Chase, of Smith College, as a speaker 
for the annual dinner and that unless there was ob- 
jection he would let the committee report stand as 
printed. 


Committee on Finance — Dr. Robert W. Buck, 
Chairman. 


Dr. Buck moved acceptance of this report (Ap- 
pendix No. 5) and Dr. Phippen seconded the motion. 
Dr. Buck then spoke as follows: 


The report contains three recommendations. The first 
one is as follows: “The Committee recommends that the 
appropriation to carry the New England Journal of Medicine 
be increased from $5000 to $10,000.” As you know, the 
amount that is annually appropriated is usually returned. 
This recommendation means that we want to appropriate 
$10,000 that will not be spent, instead of $5,000 that will 
not be spent, we hope, although if it is necessary that 
that amount of money should be spent by the Journal, 
it will be available as a working fund. 

I move the acceptance of the recommendation. 

The second recommendation is as follows: ‘““The Com- 
mittee further recommends that the New England Journal 
of Medicine shall return to the Society on December 31 
any excess of cash over $10,000 instead of the present 
amount of $6,000 as agreed upon in 1940. 

The explanation is again quoted from Dr. Smith. If 
it is not clear to you, perhaps Dr. Smith will explain the 
implications of this in greater detail. 


Dr. Smith then spoke as follows: 


Several years ago an arrangement was made with the 
Finance Committee that at the end of the year, the Journal 
should return to the Society whatever funds it had in hand 
over and above $6,000. In other words, this left us a work- 
ing capital of $6,000. At the time that that arrangement 
was made, the budget of the Journal was considerably 
under $100,000 a year. If you will refer to the report of 
the Committee this year, you will see that that amount 
is nearly $250,000 now, and a working capital of $6,000 is 
rather small. 
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Last year we returned to the Society $9,000. This year, 
I am sorry to say, we will not be able to return any amount, 
and we had to borrow from the Society $5,000, which we 
have returned. If our working capital had been $10,000 
instead of $6,000 we probably should not have had to 
borrow money from the Society or, if we borrowed at all, 
a very small amount. We are simply asking that the 
Journal be allowed to retain in its fund the sum of $10; 
at the end of the year, instead of the sum of $6,000 as at 
present. 


Dr. Buck resumed speaking as follows: 


The third recommendation of the Committee on Finance 
is. brought about by the discovery that the Society is now 
liable to taxation. This reads: “The Committee on Finance 
recommends that the Council authorize the payment of 
a federal social security and unemployment tax for 1947 
amounting to $507.58 and that provision for such taxa- 
tion be made in future budgets.” 

The necessity for this recommendation is apparent from 
the following communication received by this committee 
from the treasurer of the Society: 

The Internal Revenue Department, Washington, have 
changed our tax exemption from Code 101 (6) to 101 (7), 
which still exempts us from federal income tax as a cor- 
poration, but makes us liable to both social-security 
taxation and unemployment taxation for employees. I[ 
consulted with Mr. Dodge, the Society’s lawyer, to see 
if we should take it lying down, and he said, ‘Yes, as 
the only alternative would be to contest it in court with 
little prospect of winning.” 

There seems to be no alternative to accepting this change. 
I move that this recommendation be adopted. 


Committee on Cancer — Dr. Shields Warren, Suffolk, 
Chairman. 


Dr. Warren spoke as follows regarding this report 
(Appendix No. 6): 

_ You have all had the report ip the circular of advance 

information, and therefore I shall not read it to you but 

— call your attention to the three recommendations 

made. 

I will remind you that at the October meeting of the 
Council the report of the Committee on Cancer was not 
accepted but was, by vote of the Council, placed on the 
table. 

The first recommendation, therefore, is that the report 
of the committee presented at the October meeting of the 
Council be taken from the table. I move that this recom- 
mendation be adopted. 


Dr. O’Hara seconded the motion, and it was so 
voted. 

Dr. Warren then moved that both reports be ac- 
cepted by the Council. Dr. Phippen seconded this 
motion, and it was so voted unanimously. 

Dr. Warren moved that the Council approve in 
principle the establishment of a Cancer Detection 
Clinic at the Palmer Memorial Hospital. 

Dr. Bagnall seconded the motion, and it was so 
voted. 

Dr. Warren moved the acceptance of the report 
as a whole. Dr. Hornor seconded the motion, and 
it was voted unanimously. 


Committee on Postwar Loan Fund — Dr. George L. 
Schadt, Hampden, Chairman. 
The report of this committee, which is as follows, 
was presented by Dr. Eliot Hubbard, in the absence 
of Dr. Schadt: 


The Post War Loan Fund was activated by vote of the 
Council in October, 1945. Thirty-five loans have been 


| 

| 

| 

| 
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made, four of which were renewals of the original loan. 
The last loan was made on October 30, 1947. The total 
amount of the loans was $17,500. 

The Committee is of the opinion that the purpose of the 
Post War Loan Fund has been accomplished and the need 
for its existence is no longer evident. The Committee, 
therefore, recommends that the activities of the Post War 
Loan Fund be discontinued, and that the Committee be 
discharged. 


Dr. Hubbard moved the acceptance of the report. 

Dr. Ober seconded the motion, and it was so voted. 

Dr. Hubbard moved the adoption of the recom- 
mendation that the committee be discharged. Dr. 
Bagnall seconded the motion, and it was so ordered 
by vote of the Council. 


Advisory Committee on Malpractice Insurance — Dr. 
Carl Bearse, Norfolk, Chairman. 


This report was presented by the Chairman, Dr. 
Bearse, as follows: 


The Advisory Committee on Malpractice Insurance ap- 
pointed by the Council to “serve in an advisory capacity 
to the Society and insurance companies in regard to mal- 
practice suits” has held two meetings. The function and 
scope of this committee were discussed. It was voted that 
all members of the Massachusetts Medical Society be 
urged to carry malpractice insurance (the Society has 
no funds for payment of verdicts or for expert medical 
testimony for those members not insured); and that all 
insurance companies writing malpractice insurance in 
Massachusetts be notified regarding the existence of this 
committee and of its desire to co-operate with them. It 
was also recommended that these companies be asked to 
furnish this committee with answers to the following 
questions: 

How many suits are actually brought into court each 
year and what is the disposition of these suits? (Names 
of physicians involved will not have to be given.) The 
committee is considering the advisability of having 
“listeners” at these trials and would like to know how 
often this might be necessary. 

Is it their belief that this committee could be helpful 


in the selection of experts to testify at suits for mal- | 


practice? 

Would they desire to have this committee review the 
testimony of physicians who have testified in a manner 
that appears to them to be below the standards applic- 
able to members of the Massachusetts Medical Society? 


Dr. Bearse continued as follows: 


This is the first report of a new committee. This com- 
mittee came into being at the previous Council meeting. 
Its function is to serve in an advisory capacity to the 
Society and to insurance companies regarding malpractice 
suits. 

The committee believed that since it is new and its 
duties are not clearly defined, it should proceed slowly and 
with caution. No action as yet has been taken. No letters 
have been sent. We have delayed taking any steps until 
this report has been acted upon. 

he committee believes that all members of the Society 
should be urged to carry malpractice insurance. The 
Society has no funds for the payment of damages awarded 
or for expert medical testimony for members who are not 
insured. 


The committee also believes that the insurance com- 
panies writing malpractice insurance in the Common- 
wealth should be notified regarding the existence of this 
committee and of its desire to co-operate with them and 
that these companies should be asked to furnish the com- 
mittee with answers to the questions asked above. A 
previous committee, the Committee to Survey the Mal- 
practice Situation in the Commonwealth, tried to obtain 
the answers to these questions from insurance companies, 
but without success. 
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The committee thought it would be helpful to them if 
they knew how many suits are actually brought into court 


a year, and what is the disposition of these suits. Names _ 
of physicians are not wanted, merely the number and the _ 


amounts of money involved. 

We should also inform the insurance companies that 
the committee is considering the advisability of having 
listeners at these trials and would like to know how often 
this might be necessary. Incidentally, this was a sugges- 
tion made by one of the insurance companies to which 
we wrote during the course of the survey. 

The committee would like to know from the insurance 
companies whether it could be helpful in the selection of 
experts to testify at suits for malpractice and also whether 
the insurance companies would like to have the com- 
mittee review the testimony of physicians who have 
testified in a manner that appears to them to be below 
standards applicable to members of the Massachusetts 
Medical Society. 


Dr. Bearse moved the acceptance of the report. 
Dr. Bagnall seconded the motion, and it was so 
voted. 


Report of the Committee of Seven — Dr. Reginald 
Fitz, Suffolk, Chairman. 


Dr. Fitz pointed out that the report (Appendix 
No. 7) was divided into two parts, the first recom- 
mending that a secretary who devotes his entire 
time to the work of the Society be henceforth em- 
ployed; Dr. Fitz moved the adoption of that part 
of the report. Dr. Ober seconded the motion, and 
the Council voted it unanimously. 

Dr. Fitz stated that the second part of the report 
dealt with certain suggested amendments to the 
by-laws and stated that the committee would like to 
make an amendment by deleting the word ‘“‘stand- 
ing” and substituting therefor the word “other.” 

Dr. Fitz stated the committee recommended the 
acceptance of this part of the report, as so amended. 

Dr. Bagnall seconded the motion, and it was so 
ordered by vote of the Council. 

Dr. Fitz moved the acceptance of the report as a 
whole. Dr. O’Hara seconded the motion, and it was 
so voted unanimously. 

Dr. Fitz moved that the committee be discharged. 
Dr. Bagnall seconded the motion, and it was so 
voted. 


Committee on Public Health— Dr. Roy J. Ward, 
Worcester, Chairman. : 


This report, which is as follows, was presented 
by the chairman, Dr. Ward: 


The first meeting of this committee was held on Septem- 
ber 24, 1947. 

The committee approved the inclusion in the State 
Public Health Nurses’ Manual of the use of DDT as one 
of the recommended methods of treatment of pediculosis 
capitis. Approval of the committee had been requested 
by Dr. Vlado Getting, commissioner of Health of Mas- 

_ sachusetts, prior to publication of a new manual for Public 
Health Nurses. 
The committee also indorsed a proposed change in the 


present law requiring annual examination of school chil- — 


dren. The following motion was adopted: “That this 
committee approves of a change in the present law and 
indorses the principle that such examinations be at in- 
tervals as may be determined by the Department of 
Public Health after consultation with the Department of 
Education.” 
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The problems of increasing pollution of inland and 
coastal waters were discussed at length by Dr. Vlado A. 
Getting, Dr. John E. Gordon and Mr. Arthur Weston, 
State Siateary Engineer. It was noted that the Society 
has given little attention to this problem for several years 
and it was voted to request the Committee on Arrange- 
ments for the Annual Meeting and the Committee on 
Postgraduate Education to consider the inclusion of this 
subject in their programs. ; 

A study is being made of the adequacy of the teaching of 
public health in medical schools. 

It is planned to discuss accident prevention at a future 
meeting. 


Dr. Ward stated the report was informational and 
moved that it be accepted. Dr. Phippen seconded 
the motion, and it was so voted. 


Committee on Postgraduate Assembly — Dr. Leroy 
E. Parkins, Suffolk, Chairman. 


The report of the committee is as follows: 


On October 29, 30 and 31, 1947, the Sixth Annual New 
England Postgraduate Assembly was presented with the 
co-operation of the other state medical societies of New 
England. The other societies were represented on the 
Executive Committee by the following: Maine, Dr. Fred- 
erick T. Hill; New Hampshire, Dr. John P. Bowler; Ver- 
mont, Dr. Philip K. Wheeler; Rhode Island, Dr. Emery 
M. Porter; Connecticut, Dr. Stanley Weld. A fine spirit 
of co-operation and helpfulness was evidenced at all times 
from these representatives in making the Assembly a 
success. 

The program was published in the New England Journal 
of Medicine, issue of October 23, 1947. The committee 
wishes to express high praise and appreciation of the dis- 
tinguished group of speakers, who contributed to making 
the program one of the best that has been presented. 

In addition to the usual didactic lectures, clinics in Boston 
hospitals were held. This was an experiment that was 
generally very successful, so that it will be continued as 
a feature of the program next year. 

All committees of the Assembly deserve the thanks of 
the Society; also, we wish to express our thanks to Mr. 
Boyd, who handled the details of business management. 

The attendance of physicians for 1947 was 744 (for 1946, 
488). The income from booths was $3,045 and that from 
registration was $2,546; the total income was $5,591. 
The total expenses as of December 1, 1947, were $4,917.82. 
The net profit was $673.18. 

On account of the necessity of reserving hotel space a 
year or more in advance, to ensure choice of dates, the 
committee makes the following recommendation: that a 
New England Postgraduate Assembly be held in 1948, 
1949 and 1950, on the present basis of organization or 
until such time as the respective societies vote changes, 
and “ the dates for the 1948 meeting be November 3, 

and 5. 


Dr. Parkins moved acceptance of the report. 
Dr. Bearse seconded the motion, and it was so voted 
unanimously. 

Dr. Parkins stated that there was one recom- 
mendation that the Assembly be held in 1948, 1949 
and 1950 on the present basis of organization or 
until such time as the respective states vote changes, 
and that the dates for the 1948 meeting be November 
3,4 and 5. Dr. Parkins moved the adoption of this 
recommendation. Dr. Richard M. Smith seconded 
the motion, and it was so voted. 


Committee on Legislation — Dr. George R. Dunlop, 
Worcester, Chairman. 


Dr. Dunlop presented the report of the committee, 
as follows: 
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At its last meeting on October 1, special powers were 
again To to the Executive Committee of the Com- 
mittee on Legislation. Mr. Charles Dunn was reappointed 
as legislative counsel. It was voted to submit a budget 
of $5,000 to the Committee on Finance. 


Dr. Dunlop called attention to a bill (H 104) sub- 
mitted by the Massachusetts Department of Health 
that he considered important. In 1946 the Hospital 
Survey and Construction Act became federal law, 
and under it each state is required to delegate an 
agent to conduct a survey of the state’s needs. To 
date forty-one states have passed legislation desig- 
nating the agent. All but nine have designated the 
state department of health. H 104 designates the 
department of health as the agent. From a ques- 
tionnaire sent to all state governors, United States 
Senator Smith found that Utah was the only state 
favoring the Wagner—Murray—Dingell Bill. 

Dr. Dunlop moved acceptance of his committee’s 
informational report. 

Dr. Lester M. Felton, Worcester, asked if the 
Committee on Legislation favored H 104. Dr. 
Dunlop said that the executive committee of the 
committee favored the bill. 

Dr. Butler pointed out that the Wagner—Murray— 
Dingell Bill also provides for grants in aid to states 
initiating health programs. 

Dr. Bagg requested Dr. Conlin to say something 
about the Nolen—Miles Pound Bill (S 264). 

Dr. Conlin stated that there were six antivivi- 
section bills to be acted upon this year. Material 
on § 264 appeared in the New England Journal of 
Medicine, issue of February 12. Material is being 
mailed to the speakers’ bureau in eighteen districts, 
to the Women’s Auxiliaries and to the press. The 
supply of animals is growing increasingly smaller, 
and this situation has become so acute that the bill 
is introduced with an emergency preamble to make 
it possible to obtain more animals at once. 

Dr. Conlin stressed the importance of unanimity 
among the members of the Society in this matter and 
stated that he wished to offer a resolution. 

Dr. Bagg brought up the point that since the reso- 
lution was not in the committee report, the rules 
would have to be suspended by vote of the Council 
before action could be taken. 

It was so moved and seconded and voted unani- 
mously to suspend the rules. Dr. Conlin then intro- 
duced the following resolution: 


Whereas benefits of inestimable importance have de- 
rived from animal experimentation, of value to both men 
and animals, and Whereas the continuation of animal 
experimentation is a matter fundamental to teaching and 
research in the medical sciences, Be it resolved by the 
members of the Council of the Massachusetts Medical 
Society assembled in Boston on February 4, 1948, that 
all efforts to restrict humane animal experimentation will 
be opposed and efforts to make animals from public pounds 
available for medical teaching and research will be given 
the strongest possible support. 


Dr. Bagnall seconded the motion, and it was 
voted unanimously, followed by applause. 


Dr. Dunlop moved acceptance of the report. Dr. 
Fitz seconded the motion, and it was so voted. 

Dr. Bagg asked the Secretary to read a com- 
munication from the chief medical officer of the 
regional office of the Veterans Administration to 
Dr. Humphrey L. McCarthy, chairman of the Com- 
mittee on Veterans Affairs, under suspension of the 
rules. Dr. Gallupe read the letter (Appendix No. 8). 

Dr. Fitz.moved that this letter be accepted as the 
report of the committee. Dr. Bagnall seconded the 
motion, and it was so voted. 

Dr. Ober moved to remove the suspension of the 
rules. The motion was seconded and it was so voted. 


New Business 


Dr. Bagg stated that the Executive Committee 
voted to approve Dr. Kickham’s motion to refer 
matters similar to the Gallupe Plan to the Com- 
mittee to meet with the Massachusetts Hospital 
Association. 

Dr. Bagnall moved to approve the motion. The 
motion was seconded, and it was so ordered by vote 
of the Council. 

Dr. Bagg said that he had received a letter from 
Dr. Howard B. Sprague, president of the New Eng- 
land Heart Association, asking for approval of the 
campaign of the National Heart Association by the 


Council; the Executive Committee had voted ap- 


proval. 

Dr. Hornor moved that the Council approve the 
campaign. Dr. Fitz seconded the motion, and it 
was so voted. 

Dr. Bagg stated that the same letter requested a 
contribution from the Society and that the Execu- 
tive Committee had voted to take no action on the 
request. ; 

Dr. Fitz moved that the Council approve the ac- 
tion of the Executive Committee. Dr. Bagnall 
seconded the motion, and it was so voted. 

Dr. Bagg said that Dr. Sisson had written a letter 
to him indicating that news releases from studies on 
child health care in the United States might be food 
for thought for the Society, that Dr. Curley had 
moved that the matter be referred to the Com- 
mittee on Medical Education and that the Executive 
Committee had so voted. 

Dr. Sisson moved that the Council approve this 
action. Dr. O’Hara seconded the motion, and it was 
so ordered by vote of the Council. 

Dr. Ohler, Norfolk, recalled to members of the 
Council that, as a part of its wartime activities, the 
management of the Bureau of Clinical Information 
had been given to the Committee on Postgraduate 
Medical Education. That committee now recom- 
mended that control of the Bureau be taken over 
by the Secretary as an integral part of the central 
office of the Society. 

Dr. Bagg stated that under the rules he would 
refer the matter to the Executive Committee for 
action at the next meeting of the Council. 
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“Approval of this action was moved and seconded 
and so ordered by vote of the Council. 


Dr. Bagg then said that Dr. Getting wished to © 


introduce a resolution. Dr. Vlado A. 


Getting, 
Middlesex South, spoke as follows: 

Because of the urgency required in acting upon this 
resolution, the Massachusetts Department of Public 
Health and the American Red Cross have not been able 
to bring this matter to the attention of the Society in 
the usual manner. This morning I had a conference with 
Dr. Diamond, who is the new technical director of the 
American Red Cross and who has just returned from 
Washington. 

As you know, for the past two years the Department 
of Public Health has been conducting a program for the 
free distribution of whole blood and blood fractions to 
the people of the Commonwealth. In June, 1947, the 
American Red Cross voted on and adopted a policy of 
making such products available to all the people of the 
nation. 

After repeated conferences, including representatives 
of the American Red Cross and the Commonwealth, and 
after clearance with the Governor and other officials, 
it has been the determination of the Department of Public 
Health that the best policy to adopt in Massachusetts 
was not to continue this program from tax funds, as we 
have in the past, which would involve an annual ex- 
penditure of between one-quarter and one-half million 
dollars, but to take this responsibility to the Red Cross 
and request the Red Cross to assume the responsibility 
for continuing the Massachusetts blood program. 

This will mean that our laboratory will still continue 
and will probably be used by the American Red Cross as 
a patois 5 center, and as a center for processing of some 
fractions. It is hoped that on or about March | and cer- 
tainly by July 1, the collection, distribution and process- 
ing of whole blood will become a responsibility of the 
American Red Cross, provided, however, that the Mas- 
sachusetts Medical Society endorses in principle this 
transfer. 

I, therefore, suggest the following motion: 


I recommend that the Massachusetts Medical Society 
approve in principle the transfer of the program for 
the provision of whole blood and blood fractions from 
the ikdcsnsheontts Department of Public Health to the 
American Red Cross, with the understanding that this 
Society and the Massachusetts Department of Public 
Health will serve in an advisory and consultative capac- 
ity to the American National Red Cross in this program. 


Dr. Getting then moved for suspension of the 
rules to have a vote on the recommendation. Dr. 
Bagnall seconded the motion. 

The President then stated that Dr. Ohler’s motion 
was urgent, and that if permitted he wished to in- 
clude Dr. Ohler’s resolution under suspension of the 
rules. 

The motion to suspend the rules was so voted 
unanimously. 

Dr. O’Hare, Suffolk, suggested to Dr. Getting that 
his resolution ought to read “approved by the Coun- 
cil of the Society.” 

Dr. Getting accepted the suggestion and moved 
acceptance of the resolution. Dr. Ober seconded 
the motion, and it was so voted. 

Dr. Bagg then asked for approval of Dr. Ohler’s 
resolution. It was so voted by the Council. 

Dr. Ober, Suffolk, offered the following motion: 

a) that a committee of five be appointed by the presi- 


dent of the Society to study the recommendations of the 
Fee Committee, first, with regard to aid to physicians 


Vi 


/ 
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who are incapacitated through no fault of their own; and 
second, the assisting of widows and orphans of physicians. 

b) that this committee present a working plan or plans 
to this Council, which will implement the recommenda- 
tions of the Fee Committee. 


The motion was seconded, and it was so ordered 
by vote of the Council. 
Dr. David Halbersleben, Norfolk, then spoke: 


Because of the passage by the Council last fall, or the 
adoption of the report of the McKittrick committee, and 
also because of the apparent failure of the Blue Cross to 
include recommendations in the contract currently under 
discussion, I wish to present two resolutions for considera- 
tion and for action under suspension of the rules. The 
first resolution is as follows: 


Whereas the Council of the Massachusetts Medical 
Society is concerned with the provision, now and in the 
future, of the best possible medical care of the people 
of the Commonwealth and believes that the recom- 
mendations of its special committee (sometimes referred 
to as the McKittrick Committee) in avoiding exploita- 
tion of the patient, the hospital or the physician, is an 
important factor in the provision of such care, be it 
Resolved that the Council advise the staff members 
of hospitals within the Commonwealth to discuss and 
arrange with the directors and trustees of such hospitals 
the best ways for promptly carrying out the aforemen- 
tioned recommendations, and that copies of this resolu- 
tion and of the part of the McKittrick Committee be 
promptly transmitted to the trustees of the Massachu- 
setts Hospital Association and to the directors of the 
hospitals of the Commonwealth. 


After Dr. Bagg had said that he thought the 
matter had already been covered by previous action, 
the motion was seconded but failed to carry on a 
show of hands. 

Dr. Halbersleben then offered the following reso- 
lution, for consideration under suspension of the 
rules: 


Whereas the Council of the Massachusetts Medical 
Society is interested and concerned with the welfare and 
healthy continuance of the nonprofit insurance plan for 
hospital care for the people of the Conmsnmnaih, be it 
Resolved that the Council of the Massachusetts Medical 
Society suggest to the Directors of Massachusetts Hos- 
pital Service, Inc., and to the members of the Massachu- 
setts Hospital Association that this aim can be best achieved 
by a fair and equitable reimbursement of each and every 
hospital by a uniform fee for each day of hospital care, 
and by the elimination of payments to any hospitals for 
administration of anesthesia and interpretation of labora- 
tory and x-ray findings, because these are professional 
functions better provided for by insurance for professional 
services, and that 
The Council urge the Directors of the Massachusetts Hos- 
pital Service to include these suggestions in the contract 
currently under consideration, and that copies of this reso- 
lution be promptly transmitted to the Insurance Com- 
missioner of the Commonwealth, the Trustees of the 
Massachusetts Hospital Service, Inc., and to the Trustees 
of the Massachusetts Hospital Association. 


Dr. Bagg then read a note from the directors of 
Blue Cross to the effect that although x-ray service 
and anesthesia will remain in the contract, a differen- 
tial charge will be allowed for all services to patients 
in private accommodations. 

The motion was seconded. 

After discussion by Dr. Bagnall and Dr. McKit- 
trick, Dr. McKittrick moved that the matter be laid 
on the table. The motion was seconded, and it was 
so ordered by vote of the Council. 
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Dr. Ober moved that the rules be suspended. The 
motion was seconded, and it was so voted. 

Dr. Bearse moved that the by-laws be amended 
by the addition of another standing committee, to 
be known as the Committee on Constitution and 
By-Laws. 

Dr. Hornor moved as an amendment that the 
president of the Society be requested to appoint a 
committee of three to report to the Executive Com- 
mittee on what ought to be done about by-laws. 

Dr. Bearse accepted the amendment. 

It was moved and seconded that the matter be laid 
on the table. On a show of hands the motion to 
table was carried. | 

Dr. Bagg suggested that a motion to adjourn was 
in order. The motion was made, seconded and so 
voted at 1:10 p.m. 


H. Quimsy Secretary 
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APPENDIX NO. 2 


REpoRT OF THE CoMMITTEE ON PusBLic RELATIONS 


A meeting of the committee was held on November 12, 
1947. In addition to representatives of nine district societies 
the foliowing were present: President Edward P. Bagg, who 
acted as chairman of the Committee; Dr. Daniel B. Reardon, 

resident-elect; Dr. H. Quimby Gallupe, secretary of the 
ociety; Dr. John F. Conlin, Director of Medical Educa- 
tion and Information; and Mr. Robert St. B. Boyd, executive 
secretary. 


President Bagg presented Dr. Channing Frothingham, 
a former president of the Massachusetts Medical Society, 
who was present at Dr. Bagg’s invitation to speak on the 
National Physicians Committee, inasmuch as he had not 
been given an opportunity to do so at the last meeting of 
the Council. 

‘The discussion regarding the National Physicians Com- 
mittee arose in consequence of the fact that the Committee 
on Public Relations, at its last meeting, recorded itself as 
approving the objectives of this committee. Dr. Daniel B. 
Reardon and Dr. John F. Conlin stated that they had been 
present at the September meeting of the National Phy- 
sicians Committee and were very favorably impressed with 
the work of this committee, especially by the factual presen- 
tations and discussions and the absence of high-pressure 
salesmanship. It was stated that there were two different 
groups. 

One group received its financial support mostly from 

hysicians and concerned itself entirely with medical prob- 
lems, particularly with socialized medicine as it manifested 
-itself in the Wagner—-Murray-Dingell Bill. 

The second group was mainly supported by institutional 
grants and was interested chiefly in educational and re- 
search problems, such as the communistic influences in 
educational and political structure. 

It is the opinion of the National Physicians Committee 


that socialized medicine could be the keystone for a com- 


munistic state. Drs. Reardon and Conlin believed that 
the objectives of the National Physicians Committee could 
be approved so far as this committee concentrated its effort 
in the defeat of the Wagner—Murray-Dingell Bill. 

It was Dr. Frothingham’s contention that many of the 
facts presented by the National Physicians Committee were 
erroneous and debatable, and that the true facts concern- 
ing this committee should be presented to the members of 
the Council before any final action could be taken concern- 
ing the endorsement by the Council of the objectives of this 
committee. 

Dr. Howard Root, Suffolk, made a motion that Drs. 
Conlin, Reardon and Frothingham meet with the Committee 
on Medical Economics and present to the next meeting of 
the Council facts concerning the National Physicians Com- 
mittee, presenting such arguments, for and against the con- 
troversial issues, as may arise with reference to the work 
and objectives of this Committee. 

Dr. Conlin emphasized the necessity of some directive 
by the Massachusetts Medical Society about the attitude 
of the Society toward the National Physicians Committee, 
inasmuch as he has been constantly questioned. 

The motion was carried. 

Dr. N. S. Scarcello’s resolution, which had been sent 
back to the Public Relations Committee by the Council 
(namely: “That the Blue Shield, through its employees, 
determine accurately an applicant’s yearly earnings before 
issuing a policy; and secondly, that these earnings be re- 
viewed each year’’) was returned to Dr. Charles D. McCann’s 
Subcommittee on Blue Cross—Blue Shield Problems. 

Dr. S. A. Dibbins, Middlesex North, stated that in Lowell 
patients hospitalized because of diagnostic problems could 
not have their bills paid as members of the Blue Cross, but 


the same patients, if they were admitted to the Pratt Diag-_ 


nostic Clinic, had their bills paid by the Blue Cross. 

It was suggested by President Bagg that this criticism of 
the Blue Cross be sent to Dr. Charles D. McCann’s special 
subcommittee for further investigation. tas 

Dr. N. S. Scarcello, Worcester, expressed the opinion 
that the members of the Massachusetts Medical Society 
were not adequately informed concerning the financial status 
of the Blue Shield inasmuch as the members are responsible 
and liable for this corporation. President Bagg agreed with 
Dr. Scarcello’s opinion and requested Dr. Scarcello to notify 
him personally, in writing, to this effect. 

The following letters were received by the Secretary 
and were presented merely as matters of information. From 
Dr. Brendan D. Leahey, secretary of Middlesex North Dis- 
trict Medical Society, the following: 

At the last meeting of the Middlesex North District 

Medical Society, there was considerable discussion of Blue 

Shield fees. Many of the members resented the fact that 

the Blue Cross rates to the subscriber were raised to allow 

greater payments to the hospitals but the Blue Shield 
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rates were left unchanged. It was acme voted 
that “The Middlesex North District Society shall go on 
record as favoring an increase in the basic rates of the 
Blue Shield paralleling that of the Blue Cross so that 
payments to physicians may be increased.” : 

This action is to be brought to the attention of the 
Executive Committee of > wa Massachusetts Medical 
Society. It was also suggested that all other district so- 
cieties be informed of our views in this matter with the 
hope that they will discuss the situation and take ap- 
propriate action. 


A letter from Dr. Bernard Appel, Essex South, was then 
read, stating that the medical staff of the Salem Hospital 
was unanimously opposed to the inclusion of professional 
services in the Blue Cross policy. 

Dr. Appel wished that this information be conveyed to 
the special Subcommittee on Blue Cross—Blue Shield Problems. 

These matters were turned over to Dr. McCann’s special 
Subcommittee on Blue Cross-Blue Shield Problems. 

Dr. John F. Conlin gave a general summary of the work 
of the Director of Medical Education and Information. He 
stressed the value of public relations to the individual phy- 
sicians as well as to society at large. He discussed the occa- 
sional necessity of accepting invitations to speak to various 
groups in the districts and believed that courtesy clearances 
could be obtained from the local public-relations councilor 
or the district officers that the district could be kept in- 
formed of his local speaking engagements. He furthermore 
stressed the importance of his liaison professional activities 
with various groups, especially the legal group, and men- 
tioned the advisability of joint meetings at state level, such 
as those being held at the Malden Hospital and under the 
auspices of the Suffolk District Medical Society. 
be He reported as having given a talk on interprofessional 
co-operation to the Metropolitan District Dental Societ 
and stated that talks of a similar nature are being booked wit 
nurses, optometrists and chiropodists. These discussions 
are bringing an excellent response and improved public 
relations. 

“Career Day,” as sponsored by the Exchange Club of 
Needham for the students of the Needham High School, 
was reported. At that time a general report on the choice 
of a career was given all students. A number of professional 
men and representatives from business, trade, industry and 
so forth presented the pros and cons of their occupations 
to groups of students. Dr. Conlin presented ‘“‘medicine” 
and was impressed by the interest and questions of the 
students. 

There was also reported numerous appearances by Dr. 
Conlin before various commissions and State House com- 
mittees. He stated that there was a marked interest in educa- 
tion in health and in the attitude toward health examina- 
tions in school. Joint conferences are being planned with 
school superintendents, teachers, health educators and 
school physicians. 

With reference to the radio programs, Dr. Conlin men- 
tioned the Saturday morning program given at 11:30 for 
half an hour by five Boston hospitals, ‘Medical Center of 
the Air,” which was given with Society approval. 

The new program, “Doctor’s Orders,” which is being given 
at 1:15 p.m. on Sundays with combined dramatizations 
and pertinent physician interviews, is going over quite well. 


Scripts have been furnished for two of these six monthly 


broadcasts over WHAV in Haverhill. A new series of scripts 
slanted at the animal-experimentation background of medical 
research is now in hand. 

Press releases are being planned to keep the public in- 
formed of the Society interest in health and health educa- 
tion. Newsletters are very much desired to keep all the 
members of the Society informed concerning legislative 
matters and other activities of the Society. This goes a 
long way toward building better and stronger internal rela- 
tions, which are so necessary to satisfactory public relations. 

It is furthermore hoped by Dr. Conlin to arrange several 
public forums, about six in number, on medical topics. These 
are to be presented in Greater Boston and without charge 
as a public-service feature, if hall and speaker co-operation 
can be obtained. 

Dr. Conlin further reported that the Society headquarters 
facilities are being used to an increasing extent by members 
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seeking information. Requests for speakers are increasing, 
and the Speakers’ Bureau is making slow but favorable 
progress. 

Better Business Bureaus are showing interest in ethical 
advertising practices pertaining to medicine. 

With reference to the Women’s Auxiliaries, Dr. Conlin 
reported that Norfolk and Suffolk districts are organized 
with other districts, as Essex South and Middlesex South, 
in the process of organizing. 

_ Mention was also made by the Director of Medical Educa- 
tion and Information that a number of physicians, many 
of them graduates of approved schools, were unable to ob- 
tain hospital-staff appointments. A few complaints have 
been received from veteran physicians experiencing difficulty 
In returning to appointments previously held. The matter 
is under study, and survey data will be accumulated. 

Dr. Conlin also received the following letter from the 
Massachusetts State Nurses Association: 


One of the current activities of the Massachusetts State 

Nurses Association through its public relations committee 
is the preparation of a Fact Sheet on schools of nursing 
in Massachusetts. The material is ready to go to the 
printer. 
_ The recruitment of students for schools of nursing is an 
interest of other groups as well as of the nursing organ- 
ization. Already the Massachusetts Hospital Association 
and the Massachusetts League of Nursing Education have 
endorsed the Fact Sheet and are helping to underwrite a 
portion of the cost. We feel the Massachusetts Medical 
Society also might be interested to a similar extent and 
make available to its members the Fact Sheet for informa- 
tion and distribution. For it is a known fact that young 
women turn to their family physician for advice about 
nursing schools. 

The estimated cost for printing 10,000 copies of the 
Fact Sheet is $200. Would the Massachusetts Medical 
Society consider $50 toward the cost of printing? 

We would appreciate a favorable consideration of this 
matter that we might include the name of the Massachu- 
setts Medical Society with the other organizations as 
publishers of the Fact Sheet. 

HeEten G. Lee, Executive Secretary 


The Committee on Public Relations recommended the 
rr of the $50. 
r. 


onlin again emphasized his willingness to co-operate 


with the district societies in initiating the women’s auxiliary 
groups. 

President Bagg stated the request of Former President 
Elmer Bagnall that this committee express an opinion about 
taking out additional subscriptions of the Marjorie Shearon 
Medical Legislative Service in Washington. This would 
necessitate an increase of the subscription fee from $200 to 


$500. This received the endorsement of the Committee 
on Public Relations with the request that the members of 
the committee receive a copy of the Service. 
This report was approved. 
The meeting was adjourned at 7:00 p.m. 
R. Kurtn, Secretary 


APPENDIX NO. 3 
NATIONAL PuysiciANs CoMMITTEE 


The National Physicians Committee was organized in 1939 
as a nonprofit organization to speak for the American Medical 
Association in an interim if a court decision was unfavorable. 
After the litigation in the Washington case died down, it 
was the opinion that such an organization outside organized 
medicine could do many things in the field of public educa- 
tion and legislative representation that might be helpful. 

The principal object of the National Physicians Com- 
mittee is to bring about an appreciation on the part of the 
general public of the outstanding medical care that has been 
received under the private-practice system and by all means 
to emphasize that particular point. 

The National Physicians Committee is like a_public- 
relations counselor, employed to educate the genera! public. 
It has succeeded in bringing about a realization that if 
medicine and the administration of health care services are 
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brought under federal control, it will be only a short step 
until all business will be directly controlled by the federal 
Government. 

The policies of the National Physicians Committee are 
decided by a board of trustees well known to the medical 
profession. At the centennial meeting of the American 
Medical Association a reference committee gave final recom- 
mendation to the efforts of the National Phvsidiene Com- 
mittee in spite of the fact that the American Medical Asso- 
ciation itself had expanded its public-relations program. | 
_ Through the efforts of the National Physicians Committee 
on a go-ahead from the American Medical Association the 
littke Wagner-Murray-Dingell Bill in Hawaii has been de- 
feated during the past year. 

The National Physicians Committee was active during 
the Seventy-Ninth Congress, and twenty-seven out of thirty- 
five volumes of testimony on the health-service bill include 
attacks on the National. Physicians Committee by those 
most interested in the passage of the compulsory health 
legislation. 

The National Physicians Committee does not maintain 
that all those in favor of compulsory health insurance are 
communists or belong to the Communist Party, but it does 
maintain that socialization of health care services is the 
keystone of the socialized state. 

n the coming hearings the National Physicians Com- 
mittee has arranged to have Dr. Friedman available for con- 
sultation with physician witnesses, and Miss Elizabeth Wilson, 
- Boston, an expert actuary, will be available as a technical 
adviser. 


APPENDIX NO. 4 
Report oF THE Executive CoMMITTEE 


The Executive Committee of the Council met on poneesy Fi 
1948, in Sprague Hall, 8 Fenway, Boston, Massachusetts, at 
4:00 p.m. The meeting was called to order by President 
Edward P. Bagg. Present were Dr. Daniel B. Reardon, 
president-elect, Dr. Eliot Hubbard, Jr., treasurer, Dr. H. 
Quimby Gallupe, secretary, and representatives of all district 
societies except Barnstable, Berkshire, Bristol South, Middle- 
sex South and Suffolk. ; 

The record of the meeting of September 3, 1947, as pre- 
sented at the meeting of the Council on October 1, 1947, was 
submitted by the Secretary and was approved. 


ComMITTEE Reports 


Dr. Bagg presented the matter of the Blue Shield as dis- 
cussed at the October Council meeting and read a letter from 
Dr. N. S. Scarcello, Worcester, expressing the opinion that 
members of the Society were not adequately informed con- 
cerning the financial status of the Blue Shield. Dr. Curley, 
Worcester, reported that the Blue Shield has initiated in 
Worcester County a method by which the participating 
physicians notify the Blue Shield instead of going through 
the Blue Cross. The patient initiates the upper part of the 
notice, and the physician completes it when the patient has 
left the hospital. It is sent to Blue Shield and the doctor 
should be paid in ten days or less. The income of the pa- 
tient is Giscussed by doctor and patient in the office. Worcester 
District Medical Society recommends that the fees of general 
surgery should be increased. Blue Shield has a low adminis- 
trative cost (8 per cent); ordinary insurance-company costs 
run to 30 or 40 per cent. Dr. Curley asked whether the sub- 
committee was running Blue Shield or whether the Execu- 
tive Committee was running it. Dr. Bagg explained that 
the Executive Committee is too unwieldy to work on the 
matter, that he expected the subcommittee to report at the 
annual meeting, and that the Executive Committee would 
finally act. 

Dr. Curley moved to approve the following changes in the 
by-laws suggested in a letter from Dr. Bagnall as requested 
by Dr. Bagg: 


“Referring to the by-laws, Chapter IV, Section 1, in 
line 5, strike out the word “and,” inserting a comma there 
instead, after the word “committees” inserting a comma 
instead of a period, and then adding the following words 
“with the Medical Director of the Massachusetts Medical 


Service, Inc., and the President of the Massachusetts. 


Medical Service, Inc., if he be a member of the Society.” 


vote and unanimously carried. 

Dr. Bagg then presented Mr. Peterson, representing the 
National Physicians Committee, who described what the 
committee had done, what its objectives are, and what had 
been accomplished so far. Dr. Appel, Essex South, pointed 
out that no action concerning the approval or disapproval 
of the work of the National Physicians Committee could be 
taken because the committee consisting of Drs. Reardon, 
Conlin and Frothingham had made no report. Dr. Conlin 
reported that no meeting of that committee had been held. 

r. Bagg then ruled that no action could be taken until 
that reported. 


This motion was seconded by Dr. Wheeler and put to a 


Committee on Publications 


Dr. Dame moved that the report of this committee as 

ublished in the circular of advance information be accepted. 

r. Wheeler seconded the motion. The motion was carried. 

Dr. Curley moved to sponsor the resolution that the 
editor of the Journal should ex-officio be a member of the 
Council. Dr. Wheeler seconded the motion. The motion 
was voted unanimously. 

Dr. Smith pointed out that the Journal this week reached 
25,000 copies, the highest in its history. 


Committee on Arrangements 


This report was accepted as informational. Dr. Base re- 
rted that he had obtained Mary Ellen Chase, head of the 
epartment of English literature at Smith College, as the 

speaker at the annual dinner. 


Committee on Finance 


This committee voted unanimously that the salaries of 
two office employees be increased to per week retro- 
active to January 1, 1948. (These words do not appear in 
the printed report of the committee but the figures in the 
budget are on line 16, page 13 of the circular of advance in- 
formation.) The report of this committee was accepted 
unanimously. 


Committee on Cancer 


Dr. Bagg ruled that the report of this committee pre- 
sented at the October 1 meeting of the Council be taken 
— table. Dr. Wheeler so moved. It was seconded and 
voted. 

It was then moved that the first and second reports of the 
committee be accepted. This motion was voted and carried. 

It was then moved and seconded that the Council approve 
in principle che establishment of a cancer-detection clinic 
at the Palmer Memorial Hospital. This motion was voted 
unanimously. It was then moved and seconded that the 
report as a whole be accepted. The motion was voted and 
carried unanimously. 


Postwar Loan Fund Committee 
Dr. Hubbard moved thatthe report be accepted and the 


committee be discharged. Dr. Wheeler seconded the motion, _ 


which was voted and carried unanimously. 


Committee on Malpractice Insurance 


Dr. Bearse read the report as printed and moved ac- 
ceptance. Dr. Curley seconded the motion, which was voted 
and carried. 


Report of the Committee of Seven 


Dr. Fitz read and emphasized parts of the report. He also 
pointed out that on page 20, line 22, the word “standing” 
should be deleted. Dr. Fitz then moved the acceptance of 
this report with the one change mentioned above. Dr. 
Curley seconded the motion, which was voted and carried 
unanimously. 

Dr. Fitz pointed out that the committee had further duties 
and submitted the following supplementary report: 


The committee recommends that a basic salary of 
$10,000 a year be accepted as proper for a secretary who 
devotes his entire time to the work of the Society, such 
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basic salary to be adjusted from year to year by the Coun- 
cil in such fashion as the Council deems proper. 

Under authority granted by the Council at the stated 
meeting on October 1, 1947, the Committee has arranged 
with Dr. Gallupe, now secretary, to devote as much of 
his time as possible to the work of this office until his 
successor is elected. The committee estimates that he 
will spent at least two thirds of his time for the benefit 
of the Society between now and the annual meeting. The 
committee, therefore, has ordered the Treasurer to pay 
him from January 1, 1948, until the annual meeting at 
the rate of $550 per month, this figure being approxi- 
mately two-thirds of the monthly stipend that would be 
paid to a secretary receiving $10,000 a year. 


Dr. Fitz then moved that the Executive Committee ap- 
prove the action of the Committee of Seven. Dr. Curley 
seconded the motion, which was carried unanimously. 


Report of the Advisory Council to the Women’s Auxiliary 
This report was adopted as one of progress. 


Committee on Public Health 
This report was adopted as one of progress. 


Committee on Postgraduate Assembly 


It was moved and seconded that the recommendation 
beginning on line 5, page 22, be adopted. The motion was 
carried, 


Committee on Legislation 


This report was adopted as printed. 


New Business 


Dr. gah? E. Kickham, Norfolk, stated that the coun- 
cilors of the Norfolk District Medical Society had voted to 


request him to move that the Executive Committee os 
t 


rove a new committee on hospital relations, to which mig 

e referred matters like the Gallupe Plan. Dr. Bagg sug- 
gested that there are now two committees on hospitals. 
Dr. Appel seconded Dr. Kickham’s motion. Dr. Dame 
moved to amend the motion to the effect that if the func- 
tion could be taken care of by a present committee there 
would be no need of a new committee. Dr. Kickham stated 
that he wished to add specifically the relation of the hospital 
to the Gallupe Plan. 

Dr. Bagg then stated the motion as he understood it as 
follows: “Unless one committee can be found already in 
existence, that a new committee be appointed to further the 
relations of hospitals to the Society with special attention 
to the Gallupe Plan.” 

his motion was seconded, voted and carried. 

Dr. Bagg read a letter Dr. Howard Sprague asking for 
Society endorsement on the campaign of the National Heart 
Association. It was moved and seconded that such endorse- 
ment be recommended to the Council. The motion was 
carried. 

Dr. Bagg pointed out that the Society had no authority 
to appropriate money to any such drive as that of the Na- 
tional Heart Association. It was moved and seconded to 
take no action on this request. 

Dr. Bagg read a letter from Dr. Sisson indicating that 
news releases from studies on child health care in the United 
States would be food for thought for the Society. Dr. Curley 
moved that the matter be referred to the Committee on 
Medical Education. The motion was carried. 

The meeting was adjourned at 6:15 p.m. 


H. Quimsy Ga.uupE, Secretary 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON FINANCE 


The committee met December 3, 1947, to consider the 
budget of the Society for the year 1948. The budget agreed 
upon is presented herewith. The figures for expenditures 
during 1947 are only approximate, skis based upon the 
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Treasurer’s records for the first ten months of the year in 


- addition to estimates for the remaining two months. The 


major increases and variations are explained in the footnotes. 
Action by the Council is requested on several of these changes. 

The Committee recommends that the appropriation to 
carry the New England Journal of Medicine be increased from 
$5000 to $10,000. 

The following is from a letter received by the committee 
from the chairman of the Committee on Publications, Dr. 
Richard M. Smith: 


. . « The cost of materials and all other things is con- 
stantly rising, and we cannot estimate exactly our budget 
or 1948. To cover emergencies, we request an appropria- 
tion of $10,000 from the Society. We hope very much 
that it will not be necessary to use this money but to be 
on the safe side we think we shall need the appropriation 
available for emergencies. . . . We shall probably be able 
to return to the Society most of the $5 of this year’s 
appropriation. 


The Committee further recommends that the New England 
(ore of Medicine shall return to the Society on Decem- 
er 31 any excess of cash over $10,000 instead of the present 
amount oF $6000 as agreed upon in 1940. 
This recommendation is likewise explained by Dr. Smith 
as follows: 


In 1940... it was agreed that, at the end of the 
year, if the Journal had any surplus cash over and above 
it should be returned to the Society. This meant, 

in effect, that the budget of the Journal had a working 
capital of $6000. At that time, the total budget of the 
Journal was very much less than at the present time, and 
we now are somewhat embarrassed by the small working 
capital. We therefore ask the Committee on Finance to 
change the arrangement previously made so that the 
Journal shall return to the Society on December 31 any 
excess of cash over $10,000 instead of the present amount 
. . Our actual expenses for last year were 


of $6000. . 
nearly $250,000; formerly they were well under $100,000. 


The committee recommends that the Council authorize 
the payment of a federal social security and unemployment 
tax for 1947 amounting to $507.58, and that provision for 
such taxation be made in future budgets. 

The necessity for these recommendations is apparent from 
the following communication received by the committee 
from the Treasurer of the Society: 


The Internal Revenue Department, Washington, have 
changed our tax exemption from Code 101 (6) to 101 (7), 
which still exempts us from federal income tax as a cor- 
poration, but makes us liable to both social security 
taxation and unemployment taxation for employees. I 
consulted with Mr. Dodge, the Society’s lawyer, to see 
if we should take it lying down and he said, “‘Yes, as the 
only alternative would be to contest it in court with little 
prospect of winning.” 


The committee has set aside a contingent fund of $5500 
in anticipation of a possible increase in salary for the secre- 
tary of the Society in case the Committee of Seven should 
decide that a full-time incumbent be elected (as has been 
proposed), and to cover as well the expenses of the new 
Bureau of Medical Information and Education. The Com- 
mittee on Finance is unable to set any exact figure for these 
two items since no action has as yet been taken that will 
definitely establish the amount .of money required. Action 
by the Council will enable these figures to be made definite 
and will no doubt be requested by the appropriate persons. 

An estimate of 1948 income prepared the Treasurer 
indicates that the Building Fund may be increased by per- 
haps $35,000 this year, unless expenditures are greater than 
anticipated in the budget. 

Rosert W. Buck, Chairman 
Francis C. 

Fasyan PackarD 

Bancrort C. WHEELER 
F. 
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Detaitep Exrenpitures — 1947 Public 
Ex reside = Officers, etc. a for November-December .................. 200.00 
75.74 Arrangements 
Income 
President-Elect From Ladies’ Committee . 145. 
Secretary 17,112.86 
Printing and Engraving ......... 1,515.31 Expenses 
1,880.29 10. 738.97 
1,948.39 Ethics and Discipline 


Delegates for November-December .................. 
Luncheon 50. Less income from Brickley Fund ................0005 


Finance 
caine Expense 498. Estimate for November-December 
upplies 66.31 
Cericai f 00 Industrial Health 
premiums 
Telephon 


gal 
Fetimate for November-December ........ 
nspection of 
sonal of Sprague Hall 
Jue Medical Education 


Travel to Meals and Roo 

Telephone 


Ny 194.00 Estimate for November-December 


8,194.83 Publicati 
Committees Elected by District Societies worecattons 
Directory, clerical 
ie Estimate for November-December (Directory) 


Public Health 
Massachusetts Central Health Council dues 


156.71 

57.75 

Washington 16:33 Machines . 3,476.75 

4,256.15 


6,471. 36 
Estimate for November-December 68.10 Estimate for November-December _ 925.57 37 


' 4,324.25 7,396.73 


| 
9.40 
59.85 
20.00 
39.85 
17.80 
846.08 
I 846.08 

93.22 
120.05«. 
12.00 
2,012.00 
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Special Committees 
Bureau bed Clinical Infor mation 
Mimeo raphing 
Telep hone 


Petty cash 


Estimate for November-December 


3,369.21 
Fee Schedule 


Estimate for November-December 


Malpractice Insurance Study 


Meals 
Estimate for November-December .................. 


N. E. Postgraduate Assembly 


3,005 .00 
2,858.87 


5,863.87 
Expenses 
Printin 
Envelopes and addressing 
Refund on rental space 
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Postgraduate Education 


Income 


ses 
Print 


Less income 


Net expense 


Postwar Loan Fund 


3% on 10 loans of $500 
Telephone 


Estimate for November-December 
Rehabilitation 


School Medical Services 
Meals ..... 


Special Services 
Post cards 


Dues, 
To carry New England Journal -, Medicine 
Premium payment, pension plan (Mr. d 


Taxes (social security and unemployment insurance) . - 
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Bupcet EXPENDITURES 
1947 947 
SALARIES 
Secret 
Executive 
Treasu 


| 388 
S88 


Expenses OF OFFicerRs, ETC. 
Presiden 


- 


Delegate 
Shattuck 
Cotting Luncheo 


| 
2338 


wn 
o 


Treasurer and Education 


General Expense (under supervision of President and Secretary) 


BupGetr 
1948 


8338: 


Committees Evectep sy District Societies 


Executive 
Legislation 
Public Relations 


StanpiInG ComMITTEES 


Ethics and Discipline 
‘inanc 

Health 
Medical Defense 
Medical 
Membershi 

Public Heal 

society 


S888 SSSss 


S388 


Arrangements (Income over expense $6,373.89) 


sss 


id 


Ww 
333 | 


1,258.25 
1,100.00 


2,358.25 


5,271.66 
2°358 25 
2,913.41 


150. 
151. 
30. 


00 
12 
12 
00 


181.12 
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81.75 Sale of tickets, Sanders Theater .................. 

ee ET ae Payments from Commonwealth of Massachusetts ... 

224.65 5,271. 66 
356.65 
165.58 
165.58 
63.54 
63.54 
| 
Cash on hand for meeting 50.00 Other Expenditures 
Estimate for November-December ................ 3,723.19 100.00 
4,817.78 4,233.80 
CHANGE 
rector, Medical Information and Education 8,000 .00 + 8,000.00 
1 676.00 1, + 100.00 
302.00 250.00 
8,195 .00 9 — 1,150.00 
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SpeciaL COMMITTEES 
365 .00 357.00 Fee Schedule aes 50.00 315.00 
1,000.00 Profit New England Postgraduate Assembly (Income over expenses $1,046) ...... 1,000.00 — 
3,750.00 2,913.00 Postgraduate Education (Income $2,358) 3,500.00 - 250.00 
_— 30.00 School Medical Services. ............. 75.00 + 75.00 
Orner ExpeNpDITURES 
4,000.00 4,000.00 Refund to District Medical Societies ..... &,000 00 + 4,000.00 
100.00 100.00 Dues, Council New England State Medical Societies. ........... 00 00 aa 
§ 5,000 .00 To carry New England Journal of Medicine ............. 10 000.00§ + 10,000.00 
4,233.80 Premium payment, pension plan (Mr. Boyd) ........ 4,014.00 + 4,014.00 
_— 507.58 Tax expense (Social security and unemployment insurance, newly required by i 
Bureau of Internal Revenue) . 670.00 + 670.00 
—_ —_ Contingent fund to cover (approximately) expenses of Director of Medical 
nformation and Education, and possible change in salary of Secretary ... 9,500.00* + 5,500.00 
$64,070.00 $67,220.38 $86,359.00 +$22,289.00 


*Amount of Secretary’s salary contingent upon possible change to full-time status; budget of Director of Medical Information and 
Education contingent upon decision as to who is to be financially responsible for expenses of this office. 


tAnticipated expense of delegates to two A, M. A. meetings carries over into 1948, as second meeting was not held until January, 1948. 
tAdded expense due to request of A. M. A. for delegates to Cleveland meeting in January, 1948. 


§The 1947 budget of the Publications Committee included 


$2,000 for publication of Siccerors and $5,000 to carry New England 


Journal of Medicine. The Committee has requested authority to increase the latter figure to $10 


EstimaTep INcomME 


Non-resident dues 
Censors’ fees 
General Fund income 
Committee on Arrangements 
Postgraduate Assembly 

Profit on sale of securities 


1948 
$108,900.00 (not including $5.00 
allocation to Boston 


Medical Library) 


eas 2,230.00 2,200.00 

6,000 .00 4,000.00 

1,000 .00 700 .00 

$70,900.00 $122,850.00 


APPENDIX NO. 6 


REPoRT OF THE COMMITTEE ON CANCER 
A meeting of the committee was held on November 28, 


The problem of cancer-detection clinics in general, and 
the proposed cancer-detection clinic at the Palmer Memorial 
Hospital in particular, were discussed. Critical analysis 
of the functions of a cancer-detection clinic as ordinarily 
set up shows that the objective of attempting to give the 
entire population periodic examinations to detect early 
cancer is impossible, both because of insufficient personnel 
(for example, it is estimated that it would take all the radi- 
ologists in the country a year to give the population a gastro- 
intestinal x-ray series alone) Ree because of the tremendous 
cost (over one and a quarter billion dollars a year). None- 
theless, these clinics, largely fostered by lay organizations 
such as the American Cancer Society and the Donner Foun- 
dation, have become tremendously popular and some four 
hundred are in existence at the present time. At least forty 
states have clinics of this type. 

The American Medical Association and the American 
College of Surgeons have recognized that there is much 
of value in these clinics and have laid down certain prin- 
ciples for their establishment and operation. In its recom- 
mendation made to the Council at the October meeting 
the Cancer Committee did not make clear certain important 

oints in which the proposed cancer-detection clinic at the 
almer Memorial Hospital would differ from most of those 
already established. 

This clinic is not planned simply as an addition to the 
four hundred already established in the country, in spite 
of the great popular demand for a clinic of this type. It is 
planned not merely to fulfill the function of finding early 
cancer in a limited number of patients or of assuring them 
that they have no sign of the disease. Rather, and far more 
important, it is aimed primarily at determining procedures 
of special value in detecting cancer that may be applied 
by the physician in private practice and at serving as a 
demonstration center for such procedures. 


.It is recognized that the best and most effective type of 
cancer detection should be the work done by the individual 
practitioner of medicine with his own patients. However, 
a great number of procedures that might be used in the 
doctor’s office are perhaps not calculated to yield results 
commensurate with the time, expense and detail involved. 
The proposed cancer-detection clinic would serve as a prov- 
ing ground for different types of diagnostic methods and 
as a center where doctors might come to determine pro- 
cedures applicable to the problems of their own practice. 
A number of physicians have neither the time nor the equip- 
ment to give the type of examination they consider a per- 
son coming to them to determine the presence or absence 
of cancer should have, and a facility of this type to which 
they could refer such persons has definite value. 

The work of the general practitioners would be augmented 
by the increased number of cases referred to him for manage- 
ment and treatment. It is desirable that patients accepted 
by the clinic should be referred by their physicians. In rare 
cases there may be persons who have no family physician 


and who might therefore be accepted for examination. Im, 


all cases, reference for treatment will be made to the phy- 
sician of the patient’s choice. 

The relation of such a cancer-detection clinic to the al- 
ready existing cancer clinics and tumor clinics through- 
out the Commonwealth has been carefully considered. Since 
the cancer and tumor clinics are planned for the patient 
who has a lesion, cancerous or noncancerous, and the cancer- 
detection clinic is for the person who considers himself 
well, there can be no conflict. Moreover, the cancer-detection 
clinic does not attempt therapy in any form. 

The question has been raised whether such a clinic might 
not better be supported in part by voluntary gifts rather 
than by state or federal funds. This question is an entirely 
proper one, and it is believed that the support of such a 
clinic might better come from voluatary gifts if available 
than from state or federal sources. In the present instance, 
however, public funds are at hand, and voluntary funds 
are not. If voluntary funds cannot be readily obtained, 
public funds should be accepted. 


1947 
$54,450.00 
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The committee believes that the Council was well ad- 
vised in deferring action on its report at the October meeting. 
The intervening time has given opportunity for further study 
of the problem and for clarification of a number of aspects. 


RECOMMENDATIONS 


It is recommended that the report of the committee pre-, 


sented at the October meeting of the Council be taken from 
the table. 

It is recommended that that and the present report of the 
Committee on Cancer be accepted by the Council. 

It is recommended that the Council approve in principle 
the establishment of a cancer-detection clinic at the Palmer 
Memorial Hospital. 

SHIELDS WARREN, Chairman 


APPENDIX NO. 7 


REporT OF THE COMMITTEE OF SEVEN 


This committee was appointed “to study the need for a 
full-time secretary and to define the duties of the Secre- 
tary, Director of Medical Information and Education, and 
the Executive Secretary of the Society.” 

In recent years the growth of the Society has been rapid, 
its interests have broadened, and the work of the Secretary’s 
office has increased to so large an extent that the employ- 
ment of a secretary who devotes his entire time to the work 
of the Society is urgently needed. The committee recommends 
that a secretary who devotes his entire time to the work 
of the Society be henceforward employed. 

In defining the duties of the Secretary, the Director of 
Medical Information and Education, and the Executive 
Secretary of the Society, the Committee believes that cer- 
tain changes in the By-Laws are necessary; therefore, the 
following changes in the By-Laws are recommended: 


BY-LAWS 
Cuapter IV 


Appointment of Director of Medical Information and Educa- 
tion 


Section 8. The Council may appoint and dismiss a Director 
of Medical Information and Education. 


Salaries and Appropriations 

Section 9. The Council shall vote the salaries of its officers 
and employees, shall determine the tenure they may re- 
spectively have in their offices, the appropriations for its 
officers, employees, and committees, and such other appropria- 
tions as it deems suitable. 

No officer, employee, or committee shall exceed the voted 
appropriation. 

o salary to any officer or employee and no regular ap- 
propriation shall be increased except on recommendation 
of the Committee on Finance and by vote of the Council. 

The Treasurer is authorized, on recommendation of the 
Committee on Finance, to pay such monies as may be neces- 
sary in the event of emergency, the existence of which shall 
be determined by the President. 


CuapTer VI. OFrFicers 


Duties of Secretary 

Section 4. The Secretary shall attend all meetings of the 
Society, the Council and the Executive Committee, and 
shall record their respective proceedings in separate volumes. 

He shall cause to be engrossed and shall sign the diplomas 
of new fellows, if satisfied that they have met the require- 
ments of Chapter I, and shall issue all diplomas and cer- 
tificates of fellowship. 

He shall notify fellows of votes by the Council or Execu- 
tive Committee granting permission to retire, to resign, to 
transfer district membership or to have dues remitted, and 
of votes depriving them of or reinstating them in the privileges 
of fellowship. 

He shall be ex-officio secretary of all boards of trial, the 
Beard of Supervising Censors, the Committee on Publications, 
the Committee on Ethics and Discipline, and the Committee 
on Membership, and shall keep the records of each in separate 
volumes. He shall be a member ex officio of all other com- 
mittees without pow-r of vote. 
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He shall notify members of committees of their appoint- 
ment and of the duties assigned them. On advice of their 
chairman or secretary he shall give due notice of the time 
and place of their several meetings. 

He shall have custody of the seal of the Society and of 
all books, papers, manuscripts, prints and paintings belong- 
ing to the Society, except such as are in charge of the 
Treasurer. 

He shall issue notices of the meetings of the Council accord- 
ing to such rules as the Council may adopt. He shall issue 
to every fellow one month before the annual meeting of the 
Society a program, listing the time and place of that meet- 
ing and of the stated meetings of the Council, the boards of 
censors for that year, and information concerning the pay- 


- ment of assessments and the distribution of publications; 


if there are any proposed amendments of the by-laws, he 
shall provide that each program is accompanied by a copy 
thereof. 

He shall transfer fellows from one district to another under 
the terms of Chapter III, Section 3, and shall report to the 
Society at its annual meeting the changes in membership 
during the year. 

He shall conduct official correspondence and shall notify 
— and delegates of their appointments and of their 

uties. 

He shall keep a directory of the fellows, and shall publish 
the same, under the direction of the Committee on Pub- 
lications, at such intervals as may be determined by the 
Council. He shall furnish this on request to fellows not in 
arrears. 

He shall have jurisdiction over the work of the Execu- 
tive Secretary and over the work of the Director of Medical 
Information and Education. 


Duties of Executive Secretary 

Section 7. The Executive Secretary, under the jurisdic- 
tion of the Secretary, shall assist the officers, the Council 
and such committees as may request his services. He shall 
also serve as manager of the general office, and shall help 
in the arrangement of the annual meeting and of such other 
meetings as are sponsored in whole or in part by the Society, 

Duties of Director of Medical Information and Education 

Section 8. The Director of Medical Information and 
Education, under the jurisdiction of the Secretary, shall 
promote, in an ethical manner, the educational usefulness 
of the Society to the fellows, to all licensed physicians in 
Massachusetts and to the public. He shall also assist the 
officers, the Council, and such district societies or com- 
mittees as may request his services. 


Expenses of Officers, Executive Secretary, 
Director of Medical Information and Education, and Committees 
Section 9. The traveling and incidental expenses of the 
officers, of the Executive Secretary, of the Director of Medi- 
cal Information and Education, of the committees of the 
Society elected by districts, and of standing committees 
of the Society, on request, shall be paid by the Treasurer, 
on presentation of an itemized bill duly approved by the 
President. 
ReGinatp Fitz, Suffolk, Chairman 
Frank B. Carr, Worcester 
A. R. Cuapin, Hampden 
LawreNceE R. Dame, Franklin 
Peirce H. Leavitt, Plymouth 
Dwicut O’Hara, Middlesex South 
Wa ter G. Puipren, Essex South 
Epwarp P. Bacco, ex-officio 
Danie B. ex-officio 


APPENDIX NO. 8 


Humphrey L. McCarthy, M.D. 
Chairman, Massachusetts Medical Society 
479 Beacon Street 
Boston, Massachusetts 
Dear Dr. McCarthy: 

The following is a report of fee basis operations during 
the year 1947. 

A new treatment procedure and form was evolved, after 
many months of discussion between Boston Regional Office, 
Veterans Administration officials and officials of the Mas- 
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sachusetts Medical Society. The prime object was to devise 
some system that would simplify the many exacting re- 
quirements of Government paper work detail and reduce 
nay age for private doctors to a bare minimum. 

The resultant procedure was inaugurated on July 1, 1947, 
and aside from several minor operational problems, did not 
present any unusual difficulty. 

At the time of installation of the procedure, the Veterans 
Administration had a processing backlog of doctors’ bills 
for medical treatment, amounting to almost seven months’ 
work. Since the introduction of the new procedure this 
backlog has been virtually eliminated. At the present time 
the Boston Regional Office is within thirty days of being 
current on the payment of most bills for medical treatment. 

Two major difficulties were experienced by the Veterans 
Administration in paying for medical treatment under the 
new system, the first being that a large percentage of doc- 
tors did not submit their bills within fifteen days from the 
end of the month in which treatment was rendered. It 
should be noted that bills submitted on or before that date 
will be paid promptly. Bills received after that date may 
be delayed as long as two or three months in payment. It 
therefore behooves every doctor to forward these forms 
without delay. : 

he second major difficulty is the incorrect preparation 
of the statement of services rendered. 

The following are a few of the errors for which it was 
necessary to return the bills for correction. 


1, Signature and registration number missing from lower 
right hand corner of Report of Treatment. 

2. Signature and address missing from Statement of 
Services Rendered. 

3. Report of Treatment is incomplete. 

4. Dates and fees shown on Statement of Services Ren- 
dered does not register through cards onto pink copies. 
If pen is used, the entries should be made on both 
copies. If indelible pencil is used, entries will register 
through carbon satisfactorily. ‘ 
Entries must be made in ink, by typewriter or in- 
delible pencil. Ordinary pencil writing cannot be 
accepted. 
Doctor’s address is missing. 
Statement of Services Rendered is incomplete. 

. Totals not shown on Statement of Services Rendered. 

. Fee charged on Statement of Services is in excess of 
fee authorized. 
The number of visits charged on the statement is in 
excess of the number of visits authorized. 


Treatments shown on Report of Treatment is not the 
disability for which authorization is granted. 


During the month of July it was necessary to return for 
correction approximately 50 per cent of the bills rendered. 
This percentage has steadily declined until a level of ap- 
proximately 7 per cent has been maintained for two months. 

As a result of the many suggestions received from officials 
of the Massachusetts Medical Society and physician mem- 
bers, the Treatment Authorization Form was revised slightly 
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on the first of December and will also be used to authorize 
examinations for compensation purposes. 

n the first of December also the list of general medical 
physicians, which formerly accompanied the authorization, 
was eliminated. Instead a letter is attached, instructing thee- 
veteran to report to any physician who has been approved 
for the care and treatment of veterans by the Massachusetts 
Medical Society and the Veterans Administration. 

eterans requiring specialistic treatment will be furnished 
with a list of qualified specialists. 

_At the present time there is a backlog in the payment of 
bills for examinations, amounting to about three months’ 
work. It is anticipated that by the use of Form 10-9005 
this backlog will be eliminated in the near future. 

During 1947, 28,228 examinations were made by fee-basis 
physicians at a total cost of $227,793. During the same 
period 117,788 treatments were given at a cost of $447,254. 

The percentage break-down by types of examination and 
treatment is shown below: 


Tyre EXAMINATION TREATMENT 


1% 


60 
3 


On the first of November a new fee schedule became 
effective as a result of an agreement between the Massachu- 
setts Medical Society and the Veterans Administration. 
Certain fees may not be entirely adequate; however, the 
Medical Society is presently negotiating for increases where 
indicated. 

A board of review has been established by the Massachu- 
setts Medical Society to which private physicians and the 
Veterans Administration may present their problems regard- 
ing veterans’ care and which already has handled and ad- 
judicated many cases satisfactorily. 

On the whole the year has been marked by better rela- 
tions between private physicians and the Veterans Adminis- 
tration. Most physicians have been very patient and under- 
standing, regarding the problems confronting the Veterans 
Administration during a year of tremendous expansion, 
and their practical suggestions, freely given, have con- 
tributed to a great extent to the evolution of a sounder and 
more efficient veterans’ care program. 

Officials of the Massachusetts Medical Society deserve 
much credit for many hours of devoted work, in solving 

roblems of policy and procedure and in liaison with the 
Veterans Administration. 


STEPHEN J. Datton, M.D., Chief Medical Officer 


Regional Office 
Veterans Administration 
Boston, Massachusetts 
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CASE 3415] 


PRESENTATION OF CASE 


A fifty-nine-year-old woman entered the hospital 
because of hemoptysis. 

Two months before admission she had an attack 
of “grippe,” and one week later coughed up a large 
clot of blood. One month before admission she 
coughed up another blood clot and had occasional 
streaks of blood in the sputum. She lost 5 pounds 
in the two months prior to entry. 

Four years before entry a left nephrectomy had 
been performed at another hospital, and a hyper- 
nephroma removed, following which she received 
twenty courses of x-ray treatments to the left 
nephrectomy scar. One and a half years later she 
entered this hospital with a soft mass in the left 
lumbar region extending from the iliac crest. X-ray 
examination at that time revealed a defect, 4 by 
6 cm., in the crest of the ilium. The upper fourth 
of the left ilium was resected. Pathological exam- 
ination revealed metastatic renal-cell carcinoma. 
Two years before entry diabetes was discovered, 
and she had taken 35 units of protamine-zinc insulin 
daily, augmented by 5 to 6 units of regular insulin. 

Physical examination revealed a well developed 
and well nourished woman. A Grade III apical and 
aortic systolic murmur, which had been recorded 
on the previous admission, was heard. Diminished 
breath sounds and increased tactile fremitus were 
found over the left lower lobe. There was a large 
incisional hernia in the scar in the left flank. 

The temperature was 99°F., the pulse 78, and the 
respirations 18. The blood pressure was 135 systolic, 
65 diastolic. 

Examination of the blood disclosed a hemoglobin 
of 10.3 gm. and a white-cell count of 7500, with 
56 per cent neutrophils, 30 per cent lymphocytes, 
4 per cent eosinophils and 1 per cent basophils. 
Urinalysis showed a specific gravity of 1.012 and 
was negative for albumin, sugar and diacetic acid. 
The fasting blood sugar was 236 mg., the total 
protein 7.4 gm., and the nonprotein nitrogen 24 mg. 
per 100 cc. The prothrombin time was 21 seconds 
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(control, 16 seconds). A blood Hinton test was 
negative. A sputum smear was negative for tumor 
cells. 

X-ray films of the chest showed an elevated 
diaphragm on the left side, with a hazy density 
involving most of the left side of the chest (Fig. 1). 
On the lateral view there was a band of increased 
density 3 cm. in diameter along the anterior portion 
of the chest wall, suggesting partial collapse of the 
left upper lobe. The right lung field was clear 


Ficure 1. 


except for some areas of atelectasis just above the 
diaphragm. The heart was not unusual. 

On the third hospital day a bronchoscopy was 
performed. 


DIFFERENTIAL D1AGNosIs 


Dr. ALLEN G. Braitey: This patient had several 
things the matter with her, any one of which might 
have caused death under suitable circumstances. In 
fact, we are very generously provided with three 
diagnoses concerning which there seems little ground 
for argument: she had diabetes mellitus; she prob- 
ably had aortic stenosis, whether rheumatic or not 
is not clear; and she had renal-cell carcinoma. But 
she also had something else, the nature of which is 
not nearly so obvious — something that involved 
the lung or bronchus and was signalized by gross 
hemoptysis and by various abnormal physical and 
x-ray signs. 

May we see the x-ray films? 

Dr. StanteEy M. Wyman: This film, which was 
taken three years before the present admission, 
shows the heart to have a prominent left ventricle, 
consistent with hypertension or aortic stenosis. The 
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lung fields are clear. This is a film of the lesion of 
the left iliac bone described, taken at the same 
time as that of the chest. This is the postoperative 
film taken later. The two films describing the lesion 
in the chest show the left leaf of the diaphragm to 
be elevated. There is a poorly defined area of hazy 
density overlying the upper two thirds of the left 
lung field medially, leaving a clear peripheral zone. 
The heart shadow shows a prominent left ventricle, 
but is otherwise not remarkable. The right lung 
field is clear. There is atelectasis at the base. The 
zone of density described in the anterior portion 


Ficure 2. 


of the chest in the lateral view is seen as a band 
of indefinite character. In this view it is quite 
consistent with partial collapse of the left upper lobe. 

Dr. Braitey: Can you see the bronchus to the 
left upper lobe? 

Dr. Wyman: No; not adequately. There are no 
bony defects and no evidence of masses in the 
mediastinum or hili. 

Dr. Braitey: The significant features of the 
chest lesion appear to be that it produced collapse 
of the left upper lobe and resulted in hemoptysis. 
It does not seem likely that any very extended 
differential diagnosis will be necessary, for there are 
not many conditions that will produce these changes. 
In fact, I think that only tuberculosis and neoplasm 
deserve serious consideration. Endobronchial tuber- 
culosis leads inevitably, in time, to bronchial stenosis. 
It can also ulcerate and result in hemoptysis, but 
very rarely massive hemoptysis. But how massive 
was the hemoptysis? The record states that the 
patient coughed up “a large clot” of blood. But 
a large clot is more suggestive of a long period of 
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gentle oozing than the sudden rupture of a sizable 
vessel. I am therefore not sure that the bleeding 
was ever more than very moderate. On the other ° 
hand, I do not believe we can exclude the possibility © 
of a small parenchymal cavitation near the hilus or 
behind the heart, which might have provided any 
degree of bleeding. It should be noted in passing 
that she was diabetic and that diabetic patients are 
especially prone to tuberculosis. A single sputum 
specimen is said to have shown no tumor cells. We 
are not told whether tubercle bacilli were looked 
for in the sputum or gastric contents. I am sure 
that a search of the sputum at least was made, and 
we must conclude therefore that no bacilli were 
found. Is it proper to ask how much of a search 
for tuberculosis was made? 

Dr. Tracy B. Mattory: Judging from the record, 
I should say that the search was not extensive. 

Dr. BraiLey: Let us leave tuberculosis for the 
moment and consider neoplasm. An adenoma of the 
bronchus might easily produce these symptoms and 
signs. It is a lesion that is prone to bleed and may 
bleed very briskly. It, of course, readily occludes 
the bronchus. In fact, the sequelae of such occlusion 
often bring the patient to the doctor. To be sure, 
adenoma is likely to appear at an earlier age, but 
no age is exempt. If we regard this history as 
indicative of a good deal of bleeding, then we have 
an argument in favor of adenoma as opposed to 
cancer, for bronchiogenic cancer, at least, is apt 
to result in blood streaking but not massive hemop- 


_tysis. The state of relative good health is perhaps 


a straw in favor of a benign lesion. Incidentally, 
one wonders if the “grippe” that is said to have 
ushered in the present illness was a transient 
pyogenic infection of the collapsed lobe. 

Did the patient have bronchiogenic cancer? I 
think so, but it is a little unusual for a woman in 
previously good health to present gross hemoptysis 
as the first sign of cancer of the bronchus. However, 
bronchiogenic cancer remains a very definite possi- 
bility. There is the difficulty that if we agree that 
she had bronchiogenic cancer we give her not three, 
but four, potentially fatal diseases, and two of them 
are unrelated carcinomas. Multiple primary malig-_ 
nant tumors are not very rare. Drooker! has - 
reported the history of a man who was successfully 
operated upon in this hospital for three separate 
unrelated cancers. Warren? reported in 1944 that 
in 3907 autopsies on patients with cancer, 6 per cent 
had two or more unrelated cancers. He and his 
colleagues estimated that the chance of developing 
cancer de novo is about eleven times greater in the 
person who already has a malignant tumor. 

Finally, we must explore the possibility that the 
chest lesion was a metastasis of the renal-cell 
carcinoma. I see no reason why tumor cells might 
not lodge in the bronchial wall or so close to the 
bronchus as to erode or grow into the bronchus, 
with occlusion of the tube and subsequent ulcera- 
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tion and bleeding. The very fact that this case is 
presented for discussion makes me wonder if that 
is not precisely what took place, but such a pretty 
series of events must'be excessively rare and to 
make such a diagnosis would require an unreason- 
able love for long shots. 

I do not know how to decide between these various 
possibilities. Clinically, no such decision should 
have been made. The decision should merely have 
been to bronchoscope, but since I am expected to 
make a guess, | think it better judgment to guess 
that the patient had an adenoma of the bronchus. 

Dr. Ernest M. Datanp: I saw this woman on 
the first entry, when she had a metastatic lesion 
in the ilium and, at that time, no other metastases. 
We removed the crest of the ilium. There was 
quite a sizable tumor growing out through it. She 
did very well so far as that was concerned, at the 
time, except that she developed a large hernia in 
the scar. I subsequently followed her, and she 
came to me when she had the hemoptysis. 


CuInIcAL DIAGNosIs 


Primary bronchiogenic carcinoma. 


Dr. BraiLtey’s DIAGNOSES 


Renal-cell carcinoma. 
Diabetes mellitus. 
Rheumatic heart disease. 
Adenoma of bronchus. 


ANATOMICAL D1acGnNosis 


Endobronchial metastasis of renal-cell adenocarci- 
noma. . 


PaTHOLOGICAL DiscussION 


Dr. Epwarp B. Benepict: Bronchoscopy showed 
a slightly irregular mass completely obstructing the 
left upper lobe bronchus. A portion of it looked 
vascular, — that is, it was a dark, hemorrhagic 
color, — and I hesitated to take a biopsy for fear of 
serious hemorrhage. But I did take hold of it with 
the forceps, and instead of my obtaining a biopsy 
specimen, the whole tumor mass came out. It was 
the size of the end of a finger. There was no bleed- 
ing. | After removing it, I looked in through the 
bronchoscope, using the right-angle telescope, and 
could see all the terminal orifices of the upper lobe, 
and there was no sign of tumor in the bronchus. 

Dr. Matiory: The tumor that Dr. Benedict so 
successfully removed showed an adenocarcinoma of 
clear, vacuolated cells, characteristic of renal-cell 
adenocarcinoma, and without doubt a metastasis 
from the original hypernevhroma. I believe that 
the patient has been bronchoscoped once again. 

Dr. Benepict: About a month after the original 
bronchoscopy we looked in again and there was 
no sign of anything in the bronchus. 
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Dr. MAtiory: There was considerable debate 
regarding whether or not this patient should have 
further surgery. 

Dr. Benepict: Dr. Daland and I talked that over. 
Since she has had two metastases she must have 
disease elsewhere, and we did not want to put her 
through another operation with the diabetes and so 
on. She also has developed an abdominal mass, 
which Dr. Wyman will demonstrate. 

Dr. Wyman: These two films show very nice 
aeration of the left upper lobe with a small amount 
of fluid in the costophrenic sinus (Fig. 2). Now 
there is a huge mass in the left midportion of the 
abdomen, which in one film seems to lie far posterior 
and displaces the stomach. It is consistent with 
a large recurrent tumor mass in the region of the 
left kidney. 
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CASE 34152 
PRESENTATION OF CASE 


First admission. <A fifty-nine-year-old business 
executive entered the hospital complaining of 
chest pain. 

A year and a half before admission the patient, 
who had been otherwise asymptomatic, developed 
mild anginal pain, followed in a few weeks by severe 
pain diagnosed as coronary thrombosis. Serial 
electrocardiograms were said to have shown a 
posterior myocardial infarct and then gradually to 
have returned to normal; the patient returned to 
his work and moderate activity. Seven weeks 
before admission he developed a bad cold, with a 
dry cough and slight fever, but no chest pain; he 
continued to cough and felt vaguely not well. 
Examination revealed no sign of disease. He did 
note, however, midepigastric distress, and one week 
later discomfort in the right side of the chest, 
extending from the xiphoid process to the right 
midaxillary line. This discomfort was described as 
dull in character but did prevent sleep; it was 
improved by lying on the left side and aggravated 
only slightly on deep breathing. There was no 
hemoptysis, dyspnea or orthopnea. Two weeks 
later he was noted to have a friction rub in the 
right lower portion of the chest and therefore was 
put to bed. The pain became worse and spread 
to the left side of the chest. 

Physical examination was remarkable only in 
showing localized tenderness over both lung bases 
posteriorly, with fine moist rales. The legs - were 
normal. There was no evidence of thrombosis. 
A chest film showed numerous areas of increased 
density in both lower-lung fields, lying ciose to the 
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pleural surfaces and varying in shape from round 
to linear. There was a small amount of fluid in 
both pleural cavities. The patient was treated for 
ten days with a course of dicumarol and discharged 
after improvement of the pain on 200 mg. of 
dicumarol every three days. Despite this fairly 
large dosage of dicumarol the prothrombin time 
never went above 25 seconds. 

Final admission (two weeks later). The patient 
was readmitted because of persistence of the dull 
aching pain in the right side of the chest. The 
pain was aggravated by breathing and lying down 
but still with little cough and no hemoptysis. An 
additional history, first elicited at this time, revealed 
intermittent episodes of epigastric distress and 
“indigestion” for three months, occurring between 
meals and at night but unrelated to food intake. 

Physical examination showed a man who appeared 
ill, had lost weight and was in considerable dis- 
comfort, with pain in the right side of the chest 
and indigestion. There was a firm, nontender, 
round lymph node, 1.5 cm. in diameter, in the left 
inguinal area. Both lung bases were dull, with 
moist rales and diminished breath sounds. The 
liver edge was palpable 2 cm. below the costal 
margin, but not tender; the left lobe was palpable 
and questionably irregular. 

Urinalysis showed only a + test for albumin and 
rare granular and hyaline casts in the sediment. 
The prothrombin time was 21 seconds (control, 
16 seconds). The white-cell count was 8300. The 
photohemoglobin was 14.6 gm. per 100 cc. 

X-ray films of the chest disclosed no change. 
Barium given by mouth showed no abnormality in 
the stomach or duodenum. The cephalin-floccula- 
tion test was normal. The total protein was 6.9 gm. 
per 100 cc. A determination of the acid phosphatase 
was 1.7 units per 100 cc., the phosphorus 3.8 mg., 
and the alkaline phosphatase 19.2 units per 100 cc. 

The patient failed fairly rapidly. He continued 
to have pain in the right side of the chest and 
back and died three weeks later. 


DIFFERENTIAL DIAGNOSIS 


Dr. MERRILL SosMAn*: This patient gave a char- 
acteristic clinical history of pulmonary infarcts. 
The x-ray films suggest pulmonary infarcts. He 
was treated for pulmonary infarction, so that it is 
obvious that there must be a trap here some place. 
The things that are missing are hemoptysis and 
-an acute sudden episode, such as that generally 
occurring with pulmonary infarction. There was 
no tenderness in the calves; that fact was stressed. 
The pain in the right side of the chest continued, 
and the patient died three weeks after the second 
admission. I do not know whether or not a biopsy 
of a lymph node was done. 

What else could have produced this history and 
x-ray findings, which so strongly suggest pulmonary 
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infarction? The first thing to think of is tumor 
emboli or tumor infarcts from some concealed 
source. The source is usually the abdomen and 
often retroperitoneal. We must therefore think 
about malignant lymphoma as a possible source ‘of 
these pulmonary manifestations. There was no 
anemia to go with a primary lesion of the gastro- 
intestinal tract, and the gastrointestinal examination 
was apparently negative, although there was one 
small questionable area. What else could have 
produced such a case? A pancreatic tumor will 
give a history and findings of this type. Carcinoma 
of the pancreas, occasionally renal carcinoma and 
occasionally rare tumors of the genital ridge, very 
rapidly growing and malignant, kill a man this 
quickly, with metastases that appear like infarcts 
in the lung. 

The second group of possible causes to be con- 
sidered are the rare infections. The infection, such 
as is presumed to produce periarteritis nodosa, is 
really an allergic phenomenon, I think. This patient 
had a cold and then got worse. I am rather inclined 
to lean on the syndrome of periarteritis nodosa as 
being more logical than metastatic tumor. The 
monograph written by Armstrong, Bailey and 
Sosman, but never published, states that periarteritis 
nodosa is a febrile disease, and this man had a 
little fever. The local presenting symptomatology 
depends entirely on the localization of the arterial 
involvement. Any organ or system may be involved. 
The ones involved most commonly are the kidneys, 
—75 per cent of all patients with periarteritis 
nodosa had definite renal involvement, — and when 
that occurs the outlook is unfavorable. This patient 
had albumin and casts but no blood in the urine. 
I would have expected to see red cells or hematuria. 
The heart is involved in 60 per cent of cases. I 
do not know whether or not this patient had definite 
coronary-artery disease a year and a half previously. 
Clinically, the evidence of heart involvement is 
much less frequent; very often it is a surprising 
finding at autopsy. The gastrointestinal tract is 
involved in one third of the cases, producing the 
most widespread and variable symptomatology of 


all. The symptoms may be very mild, consisting of” 


a discomfort such as this man had, or they may 
be very acute and simulate an acute surgical condi- 
tion of the abdomen. In fact, some patients operated 
on for acute perforation or strangulation have been 
found to have periarteritis nodosa in a segment of 
the bowel. The liver is involved in periarteritis 
nodosa —I cannot find the exact percentage of 
cases. We notice that the phosphatase in the case 
under discussion was 19.2 units per 100 cc. With 
nothing demonstrable in any of the bones it makes 
me think that the elevated phosphatase was due 
to marked liver involvement. The lungs are involved 
in periarteritis nodosa much more commonly than 
one might think; the condition may simulate a 
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miliary tuberculosis and, at times, unresolved 
pneumonia or infarct. There probably are actual 
infarcts in some areas of the lung. That would fit 
in here very well. The eosinophilia that is stressed 
so often in reports of periarteritis nodosa apparently 
occurs only if the patient had preceding asthma. 
- That limits the group to the 10 per cent of patients 
who do get eosinophilia. However, it does not 
rule it out. We have no differential blood smear; 
I assume that it was normal. There was no eosino- 
philia but no history of asthma, so that we would 
not expect it. There was no obvious inflammation 
or tenderness or muscle pain in the extremities. 
The subcutaneous tender nodules, which on biopsy 
are apt to give a characteristic lesion, are missing 
here. The leukocytosis that usually occurs in 
periarteritis nodosa is missing. The globulin is 
very often increased. The total protein may not 
be increased, but there may be an inversion of the 
albumin-globulin ratio, which is not mentioned in 
the record — the determination probably was not 
done. 

There is no history of any previous injection of 
serum or any administration of sulfonamides. It 
would be interesting to know whether sulfonamides 
were given during the first chronic attack or the 
febrile attack. Sensitivity to any agent apparently 
precipitates the full-blown disease. 

Going over the x-ray films several times, we see 
a rather steadily progressive involvement of the 
bases of both lungs. Those who have seen the 
films or are close enough can find little triangular 
nodules well out in the periphery of the lung, mostly 
in the bases. Fluid developed on the right side 
and, toward the end, on the left side. All the films 
show one dense area, which is probably in the 
anteromedial section of the right lower lobe, possibly 
in the inferior section of the middle lobe, which 
looks like atelectasis. That raises the question of 
primary bronchiogenic carcinoma with rapid spread. 
The history is so short and the downhill course so 
rapid that it does not fit a case of primary carcinoma 
of the lung, which must be considered, however. 

The gastrointestinal films are said to have been 
normal. The man who does the fluoroscopy has a 
great advantage over anyone looking at the films. 
He can detect individual lesions and get detailed 
spot films. The fact that they were not taken 


means to me that he did not see anything suspicious. 


There is an area about the middle third of the lesser 
curvature that looks irregular on the film six hours 
after the administration of barium, a calcified area 
or a small barium residue high up on the left flank. 
That may be of significance and may indicate a 
“carcinoma occulta” of the stomach, often very 
small, no bigger than the thumbnail. It may 
metastasize widely through the lungs and liver, but 
one may be unable to pick up the original lesion 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


537 


in the x-ray film. In fact Dr. Wolbach admits that 
he has difficulty at times in finding the primary 
tumor in the stomach. 

To sum up the evidence, the three possibilities 
that occur to me are a rapidly growing malignant 
tumor, probably in the abdomen and most apt 
to be retroperitoneal, such as, pancreas, kidney, or 
retroperitoneal lymphoma, bronchiogenic carcinoma, 
possibly primary in the right lower lobe, and the 
very remote possibility of carcinoma occulta of the 
lesser curvature of the stomach. The other possi- 
bility is the one I have taken more time on — that 
is, periarteritis nodosa. I have looked up the 
alkaline phosphatase in Greenstein’s Biochemistry of 
Cancer and find that the alkaline phosphatase is 
given in nearly all conditions except periarteritis 
nodosa. I was not able to find out whether peri- 
arteritis nodosa raises the phosphatase. However, 
we can rule out bone diseases from the x-ray film 
and blame the increased alkaline phosphatase on 
marked liver damage. 

Dr. Tracy B. Matuory: Are there any other 
comments or any alternative diagnoses? 

Dr. Sosman: I would like to have some of these 
men help lead me on to the correct track. Dr. 
Bauer, what have you got to say? 

Dr. Wa.TeR Bauer: I am surprised that you 
gave such a long dissertation on periarteritis nodosa 
in this case. I am much more inclined to believe 
that the patient had a retroperitoneal neoplasm, 
with metastases, or even carcinoma of the stomach 
seems to be a more likely possibility. 

Dr. Sosman: Would it kill the patient that 
quickly? I would expect a more prolonged course. 

Dr. Bauer: He had had myocardial infarction. 
Nothing is said about the manner of death. 

Dr. Matiory: There was no evidence of con- 
gestive failure. 

Dr. Bauer: We certainly see eosinophilia in 
periarteritis nodosa in the absence of asthma. In 
our series about one third of the patients have 
eosinophilia, and that varies from time to time, 
being present on one occasion and absent on another. 
I never thought of the eosinophilia of periarteritis 
nodosa as occurring in people with asthma as a 
manifestation of disease. Certainly, that has not 
been borne out in our experience. 

Dr. Sosman: You see a great many asthmatic 
patients here. Dr. Rackemann has a large clinic. 

Dr. Ma tory: Dr. Robbins, do you agree with 
Dr. Sosman? 

Dr. Laurence L. Rospins: Dr. Sosman_ has 
covered the things that we considered in our dif- 
ferential diagnosis, and [ have to admit that early 
in the x-ray examination we were quite content 
that these were multiple pulmonary infarcts in 
the healing stage. The first film was taken approxi- 
mately seven weeks after the original acute episode, 
and we thought they were consistent. 


CurnicaL Dracnosis 
Carcinomatosis. 


Dr. Sosman’s D1Acnosis 


Periarteritis nodosa? 
Pulmonary metastases (tumor emboli) from retro- 
peritoneal tumor? 


ANATOMICAL DIAGNOSES 


Carcinoma of tail of pancreas, with invasion of 
spleen, left adrenal gland and posterior wall 
of stomach and metastases to liver and lungs. 

Coronary sclerosis, with occlusion. 

Infarct of heart, old. 

Hydrothorax, bilateral. 


PaTHOLoGIcAL Discussion 


Dr. Ma ttory: Shortly before death a lymph node 
from the groin was removed for biopsy and found 
to contain metastatic carcinoma, too undifferentiated 


to permit any guess regarding the primary site of- 


the tumor. At autopsy many metastatic foci were 
found in the lungs and liver but no infarcts of the 
lung. There was a small ulcer on the posterior 
wall of the stomach. Behind this, in the tail of 
the pancreas, was a mass of tumor, which had 
directly invaded the spleen, the lower surface of the 
diaphragm and the left adrenal gland. It was our 
impression that the tumor was primary in the 
pancreas, with secondary involvement of the 
stomach rather than vice versa. We found no 
metastases to the skeleton. The autopsy also 
showed the scar of the old infarct of the heart 
in the posterior part of the interventricular septum, 
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and occlusion of the descending branch of the left 
coronary artery. 


Dr. ALFRED KraNEs: How extensive were the“ 


metastases to the liver? : 

Dr. MaA.iory: They were numerous but small, | 
replacing perhaps a third of the liver substance. 

Dr. Kranes: It hardly seems enough to warrant 
such a rise in phosphatase. 

Dr. Mattory: No; jaundice never developed. 

Dr. Rossins: Was it your impression that the 
pulmonary metastases were arterial emboli? 

Dr. Mattory: I think they probably were. 

Dr. Sosman: You would explain the shadows 
in the lung as vascular metastases? 

Dr. MA.tory: All metastatic nodules. 

Dr. Sosman: One thing I called attention to was 
the area in the left upper quadrant in the region 
of the tail of the pancreas, unfortunately about the 
same region as the irregularity in the stomach. 
I said that it looked more like calcification than 
residue of barium. Carcinoma of the pancreas not 
infrequently contains areas of calcification. I found 
that out the hard way. One of my students saw 
some calcified areas in the liver and I asked him 
what they were. He said, “metastases.” I said, 
‘**You can throw that out because metastases never 
calcify, with the exception of primary osteogenic 
sarcoma of bone.” The patient was later explored 
and found to have carcinoma of the pancreas with 
calcification in the original tumor and also calcifica- 
tion in the liver metastases, so that my absolute 
“no” was wrong again. It is quite possible that 
this shadow represented calcification in a primary 
tumor of the pancreas. 

Dr. Ma tory: I cannot answer that because we 
did not look for it. 
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THE NATIONAL HEALTH PROGRAM 


TueE hearings before the Senate Subcommittee on 
Health on the Taft Bill (S-545) and the Wagner- 
Murray-Dingell Bill (S-2143), which began on 
May 21, 1947, will probably terminate shortly. 
In the three volumes of evidence already published 
and available there is much valuable information 
and some misinformation. 

Out of the confusing and conflicting testimony 
grows a belief that there will not be any report 
favoring a compulsory program for sickness insur- 
ance from this committee or this Congress. It is 
also improbable that the Taft Bill as such will be 
reported out of committee. Legislation involving 
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huge expenditures would have to present con- 
vincingly good remedies for a demonstrably bad 
situation to get favorable consideration at this time. 

It appears that as more people know more of the 
fundamentals, there is less support for the Social 
Security Board’s plan. Chairman Smith circularized 
the governors of all the states and found that none 
favored the Wagner—Murray—Dingell Bill, whereas 
twenty-five favored the Taft Bill in principle. Even 
Governor Warren of California, who fought hard 
for a plan in his own state, is opposed to the 
Wagner—Murray—Dingell Bill and to socialized 
medicine. 

In time evolutionary steps will probably be taken 
providing federal grants-in-aid to states where there 
is recognized inability to meet existing needs. The 
Government has so pre-empted tax sources that 
some states not in the needy group find federal 
subsidy acceptable. 

The bill recently filed by Senator Saltonstall pro- 
viding grants for local health units and another for 
school health services (S-1290) need clarification of 
purpose on such items as treatment. Steps leading 
toward the inclusion of a medical-care program in 
any legislation should be taken with extreme caution. 
At the hearing on this bill Dr. Martha Eliot, asso- 
ciate chief of the Children’s Bureau, advocated 
thorough medical examination of school children 
every three or four years in preference to superficial 
annual inspections. Authorities on school health 
programs have been trying to persuade the Massa- 
chusetts legislature to adopt this point of view. 

When tax dollars are sent to Washington for 
grants-in-aid programs it must be realized that 
states like Massachusetts are paying more than 
they receive in return. So far as the difference 
goes to needy states, we should not complain, but 
we should be realistic in weighing values received 
on federal programs. The Government has nothing 
to give that it has not first taken away. 

The new Social Security administrator, Oscar 
Ewing, is calling a group to a conference early in 
May to formulate a ten years’ program for health. 
This can be a valuable event for the nation, but it 
must be remembered that the board may have pre- 
packaged programs that need critical study, how- 
ever well conceived they seem. 
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GREATER BOSTON COMMUNITY SURVEY 


OPERATING costs of social and health agencies in 
the Boston area, paralleling the cost of living in 
general, have scaled new heights. Deficits are ac- 
cumulating, and the Greater Boston Community 
Fund, the Dutch uncle of them all, is feeling the 
pinch. Established in 1935 to raise funds for 115 
agencies in municipal Boston, this super-agency 
must now provide the sinews of peace for 339 
agencies serving fifty-five contiguous communities. 

The writing on the wall has become more apparent. 
As a result of the present disturbing condition the 
governing boards of the Greater Boston Com- 
munity Fund and the Greater Boston Community 
Council early last year invited Robert Cutler, presi- 
dent of the Old Colony Trust Company, to head a 
committee of citizens to direct a Greater Boston 
Community Survey of Social and Health Needs and 
Services. 

Mr. Cutler, with no apparent difficulty, persuaded 
one hundred and eighty out of a panel of one hun- 
dred and eighty-four leading citizens to serve on 
such a committee. In March, 1947, an executive 
committee of sixteen members was appointed. The 
field to be covered in the survey has been divided 
into five divisions, comprising public health, hos- 
pitals, recreation and group work, voluntary case- 
work and statistics and public welfare. The director 


of the survey is Robert P. Lane, for twelve years. 


executive director of the Welfare Council of New 
York City. The section on public health is under 
the direction of Ira V. Hiscock, Sc.D., chairman 
of the Department of Public Health of Yale Univer- 
sity, assisted by Dr. Hugh R. Leavell, professor of 
public-health practice of the Harvard University 
School of Public Health, and an advisory group; 
that on hospitals is under the guidance of Dr. Basil 
C. MacLean, director of Strong Memorial Hospital, 
Rochester, New York, and Dr. Albert W. Snoke, 
director of Grace~-New Haven Community Hospital, 
New Haven, Connecticut. 

A preliminary study of the Survey reveals that 
$88,000,000 was spent in 1946 by the tax-supported 
and voluntary agencies of Greater Boston, or $44.65 
per capita for the inhabitants of the area. The cor- 
responding average in twenty-nine selected cities 
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of the country was $32.48. In the health field $21.12 


was spent per capita in the Boston area as com-' 


pared with $14.86 for the same twenty-nine repre- 
sentative cities. In Greater Boston the recipients 
of these services paid 23.9 per cent of their costs; 
in the other areas 29.7 per cent. 

A question naturally rises that must be answered. 
Do the greater costs in metropolitan Boston as com- 
pared with other areas indicate that a better job 
is being done here, or that it is being done less effi- 


ciently? The survey is expected to find the answer, 


but it is apparent that in any event economies must 
be practiced and still greater efficiency achieved if 
social welfare is to remain solvent. 


THE JOURNAL OF BONE AND 
JOINT SURGERY 


The Journal of Bone and Joint Surgery has this 
year inaugurated a new plan of publication. Sur- 
geons of the United States of America and the 
British Commonwealth of Nations are to share, in 
jointly publishing the Journal, the tasks of record- 
ing developments in orthopedic surgery. 

The Journal, formerly a quarterly, now appears 
in eight issues; four numbers published in Britain 
alternate with four numbers published, as hereto- 
fore, in the United States. The British editorial 
board includes representatives from the Nations of 
the British Commonwealth; the American editorial 
board is composed of representatives of the different 
sections of the United States. 

Through the new co-publication the scope of the 
Journal is extended; a fuller realization of inter- 


national aim becomes possible. Greater opportunity. 


is anticipated for readers to follow orthopedic 
developments in a single journal, not only in their 
own country but throughout the world. 

In this larger journal there is increased space for 
the publication of significant articles; through sepa- 
rate issues national individuality is retained. Clinical 
and scientific contributions from other countries are 


welcome, as formerly, and may be found in all issues. 

The present plan is the outgrowth of a policy 
established in 1919 and adhered to ever since, 
whereby the Journal has been the official organ of 
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the American and the British Orthopaedic associa- 
tions. As surgery has advanced the Journal has 
grown. The importance of further expansion has 
become evident. In the spring of 1947 representa- 
tives of orthopedic surgery in the two lands met to 
continue the long association and, at the same time, 
more fully to meet the growing needs of expression 
of their branch of surgery. From their recommenda- 
tions came the new plan of publication under which 
the Journal now appears. 

This departure is unique in the history of medical 
journalism. That the task is a great one is recog- 
nized. The standard of publication sought is un- 
usually high. Although The Journal of Bone and 
Joint Surgery is certainly representative of ortho- 
pedic development in the English-speaking countries, 
it is hoped and expected that it will increasingly 
typify progress in this broad division of surgery 
throughout the world. 


MASSACHUSETTS MEDICAL SOCIETY 
FEE-BASIS OPERATIONS DURING 1947 


The following letter, embodying a report of the 
Boston Regional Office, Veterans Administration, 
on fee-basis operations during 1947, is presented for 
the information of the Society. 


H. Quimsy Ga.uupE, Secretary 


December 12, 1947 
Humphrey L. McCarthy, M.D., Chairman 
Veterans Administration Board of Review 


Dear Dr. McCarthy: 


The following is a report of Fee-Basis Operations during 
the year 1947: 

A new treatment procedure and form were evolved, 
after many months of discussion between Boston Regional 
Office, Veterans Administration officials and officials of 
the Massachusetts Medical Society. The prime object 
was to devise some system which would simplify the man 
exacting requirements of government paper work detail, 
and reduce bookkeeping for private doctors to a bare 
minimum. 

The resultant procedure was inaugurated on July 1, 
1947 and aside from several minor operational problems, 
did not present any unusual difficulty. 

At the time of installation of the procedure, the Veterans 
Administration had a processing backlog of doctors’ bills 
for medical treatment, amounting to almost seven months’ 
work. Since the introduction of the new procedure this 
backlog has been virtually eliminated. At the present 
time is Boston Regional Office is within thirty b pk of 
being current, on the payment of most bills for medical 
treatment. 

Two major difficulties were experienced by the Veterans 
Administration in paying for medical treatment under 
the new system, the first being that a large percentage 
of doctors did not submit their bills within fifteen days 
from the end of the month in which treatment was ren- 
dered. It should be noted that bills submitted on or be- 
fore that date will be paid promptly. Bills received after 
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that date may be delayed as long as two or three months 
in payment. It therefore behooves every doctor to for- 
ward these forms without delay. 

The second major difficuity is the incorrect prepara- 
tion of the statement of services rendered. 

The following are a few of the errors for which it was 
necessary to return the bills for correction: 


1. Signature and registration number missing from 
lower right-hand corner of Report of Treatment. 

. Signature and address missing from Statement 
of Services rendered. 

. Report of Treatment is incomplete. 

. Dates and fees shown on Statement of Services 
Rendered does not register through cards onto 
tage copies. If pen is used, the entries should 

e made on both copies. If indelible pencil is 
used, entries will register through carbon satis- 
factorily. 

. Entries must be made in ink, by typewriter or in- 
delible pencil. Ordinary pencil writing cannot be 
accepted. 

. Doctor’s address is missing. 

. Statement of Services Rendered is incomplete. 

. Totals not shown on Statement of Services Ren- 
dered. 

. Fee charged on Statement of Services is in excess 
of fee authorized. 

. The number of visits charged on the Statement 
is in excess of the number of visits authorized. 

. Treatments shown on Report of Treatment is 
not the disability for which authorization is 
granted. 


During the month of July it was necessary to return for 
correction approximately 50 per cent of the bills rendered. 
This percentage has steadily declined until a level of ap- 
proximately 7 per cent has been maintained for two months. 

As a result of the many suggestions received from officials 
of the Massachusetts Medical Society and Physician 
Members, the Treatment Authorization Form was re- 
vised slightly on the first of December and will also be 
used to authorize examinations for compensation purposes. 

On the first of December also the list of. general medi- 
cal physicians which formerly accompanied the authoriza- 
tion, was eliminated. Instead a letter is attached, instruct- 
ing the veteran to report to any physician who has been 
approved for the Care and Treatment of Veterans, by the 
Massachusetts Medical Society and the Veterans Ad- 
ministration. Veterans requiring specialistic treatment 
will be furnished with a list of qualified specialists. 

At the present time there is a backlog in the payment 
of bills for examinations, amounting to about three months’ 
work. It is anticipated that by the use of Form 10-9005 
this backlog will be eliminated in the near future. 

During 1947, 28,228 examinations were made by Fee 
Basis Physicians at a total cost of $227,793. During the 
same period 117,788 treatments were given at a cost of 
$447,254. 

The percentage breakdown by types of examination and 
treatment is shown below: 


EXAMINATION TREATMENT 


rthopedic 

hysical Therapy ... 

rmatology ...... 

T.B 


| 


Venereal 


Laboratory 
All Other 


ne 
ate 


On the first of November a new Fee Schedule became 
effective as a result of an agreement between the Massachu- 
setts Medical Society and the Veterans Administration. 
Certain fees may not be entirely adequate; however, the 
Medical Society is presently negotiating for increases where 
indicated. 
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A Board of Review has been established by the Medical 
Society to which private physicians and the Veterans 
Administration may present their problems regardin 
veterags’ care, and already have hendied and adjudicate 
many cases satisfactorily. 

On the whole the year has been marked by better rela- 
tions between the private physicians and the Veterans 
Administration. Most physicians have been very patient 
and understanding, with regard to the problem confront- 
ing the Veterans Administration during a year of tremen- 
dous expansion and their practical suggestions, freely given 
have contributed to a great extent to the evolution of a 
sounder and more efficient Veterans’ Care Program. 

Officials of the Massachusetts Medical Society deserve 
much credit for many hours of devoted work, in solving 
eta of policy and procedure, and in liaison with the 

eterans Administration. 


STEPHEN J. Da.ton, M.D., Medical Director 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Textbook of the Ear, Nose and Throat. By Francis L. Lederer, 
M.D., professor and head, Department of Otolaryngology, 
University of Illinois College of Medicine, chief, Otolaryngo- 
logical Service, Research andgEducational Hospital, and 
director of education and chief of the Ear, Nose and Throat 
Service, Illinois Eye and Ear Infirmary; and Abraham R. 
Hollender, M.Sc., M.D., attending otolaryngologist, St. 
Francis Hospital, Miami Beach, Florida. Second edition. 
8°, cloth, 596 pp., with 182 illustrations. Philadelphia: 
F. A. Davis Company, 1947. $7.00. 

This textbook, written primarily for students, first pub- 
lished in 1942, and reprinted in 1943 and 1944, has been 
revised to include recent advances in the subject, especially 
in the field of chemotherapy and antibiotics. The material 
is well organized, and the text well written and printed with 
a — readable type. The illustrations are excellent. The 
volume is recommended for medical libraries. 


Illustrations of Regional Anatomy. By E. B. Jamieson, M.D. 
Seven sections. Seventh edition. 8°, paper, 320 plates. 
Baltimore: Williams and Wilkins Company, 1947. $20.00 

This compendium of regional anatomy, first published in 
1934, has been corrected in this seventh edition. The set 
has evidently filled a need in anatomic teaching, since all the 
editions have been exhausted comparatively soon after 

ublication. The illustrations are in color and without text. 

he plates were printed in Great Britain and bound in the 
United States. 


Physical Medicine in General Practice. By William Bierman, 
M.D., Teens physical therapist, Mount Sinai Hospital, 
and assistant clinical professor of medicine, Columbia Uni- 
versity College of Physicians and Surgeons. With a chapter 
on medical rehabilitation by Dr. Sidney Licht. Second 
edition, revised and enlarged. 8°, cloth, 686 pp., with 310 
— New York: Paul B. Hoeber, Incorporated, 1947. 


Dr. Bierman, in this second edition of his treatise, first 
published in 1944, has revised the text to incorporate advances 
in knowledge in the field of physical medicine. Included in 
the new material are the combination of penicillin and fever 
therapy in the treatment of syphilis and early ambulation in 
various medical and sergienl conditions. The first fifteen 
chapters deal with the various special means of therapy, 
including heat and cold and hydrotherapy; climatotherapy; 
sun, infrared and ultraviolet radiation; diathermy; fever 
therapy; massage, exercise and occupational therapy; and 
special chapters on medical rehabilitation and the conduct 
of treatments. The remaining chapters discuss the diseases 
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and conditions of the systems of the body, amenable to 
treatment by physical means. A list of selected references is 
appended to each chapter. An appendix is devoted to 


apparatus. A good index concludes the volume. The text” 


is printed with a good type, on good paper. 


Conference on Metabolic Aspects of Convalescence: Transactions 
of the thirteenth meeting, Naushon Island, Woods Hole, Massa- 
chusetts, June 10, 11, 1946. 8°, paper, 232 pp., with 67 illus- 
trations and 26 tables. Transactions of the fourteenth meeting, 
New York, November 12, 13, 1946. 8°, paper, 190 pp., with 
78 illustrations and 12 tables. New York: The Conference, 
1947. Thirteenth meeting $2.00 per copy. Fourteenth 
meeting $2.25 per copy. 

These two volumes of proceedings contain the papers read 
at the conferences held in 1946. The fourteenth meeting was 
featured by a symposium on bone metabolism. The other 
papers discussed various aspects of the subject. The thir- 
teenth volume contains an index of contents of all the pre- 
vious volumes and also a list of libraries where complete sets 
of the proceedings have been deposited. There are three sets 
in Boston — at the Boston Medical Library, the Harvard 
Medical School and the Massachusetts General Hospital. 
The volumes should be in all medical libraries. 


Diseases of the Nervous System. By W. Russell Brain, 
D.M. (Oxon.), F.R.C.P. (London), physician to the London 
Hospital and to the Maida Vale Hospital for Nervous Dis- 
eases. Third edition. Oxford Medical Publications. 8°, cloth, 
987 pp., with 79 illustrations. London: Oxford University 
Press, 1947. $10.75. 

This new edition of a standard work, first published in 
1933, and last revised in 1942, has again been revised to 
include information gained during World War II. A chapter 
on nutritional disorders of the nervous system and sections 
on equine encephalitis, the nervous complications of epidemic 
hepatitis, myelopathy, spinal radiculitis and platybasia have 
been added. The section on aphasia has been rewritten, in- 
cluding material on disorders of the body image. Material 
has been added on chemotherapy, including the use of 
penicillin in meningitis and neurosyphilis, costoclavicular 
syndromes, herniated lumbar intervertebral disks, bronchial 
neuritis and the neurology of the lipodoses. The last section 
on the psychologic aspects of neurology includes two new 
sections on the status of psychogenic symptoms and psycho- 
therapy and on psychometric tests. Lists of selected refer- 
ences are appended to each disease or section of the text. 

he type and printing are excellent, but the use of a heavy, 
filled paper makes the volume too heavy for its size. The 
book should be in all medical libraries. | 


The Louse: An account of the lice which infest man, their med- 
ical importance and control. By Patrick A. Buxton, C.M.G., 
F.R.S., director, department of medical entomology, London 
School of Hygiene and Tropical Medicine, and professor of 
University of London. Second edition. 
8°, cloth, 
Baltimore: Williams and Wilkins Company, 1946. $3.25. 


This British monograph, first published in 1941, has been 
revised to include the advances in knowledge of the subject 
since the publication of the first edition. The volume is well 
hee ayy and should be in all medical and public-health 
ibraries. 


Practical Emulsions. By H. Bennett, technical director, 
Glyco Products Company, Inc., and editor, Commercial Waxes, 
Chemical and Technical Dictionary, Chemical Formulary and 
so forth. Secend, completely revised edition, including a 
symposium on Emulsifying Agents and Emulsions in Industry. 
8°, cloth, 568 pp. Brooklyn, New York: Chemical Publishing 
Company, Incorporated, 1947. $8.50. 

This new edition of an authoritative technical treatise has 
been carefully revised and brought up to date. Material has 
been added on partial fatty-acid esters of polyhydric alcohols 
and their application to food products and also special 
sections on the use of soap, lecithin and pectin as emulsifying 
agents and surface-active germicides. A symposium on 


pp., with 47 illustrations and 14 tables. 
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industrial emulsions has been added, including their use in 
leather, synthetic latex, polishes, cosmetics, paints, dyeing 
and coloring. New formulas have been included in the 
appropriate section. In this section the chapters on cosmetics 
and drug emulsions, food emulsions and medicinal emulsions 
are of medical interest. A good index concludes the text. 
The book is well printed with a good type, but the use of 
heavy coated paper is to be deplored in a volume without 
illustrations. The book is recommended as a reference source 
on its subject. 


Therapeutics of Infancy and Childhood. Edited by Harry R. 
Litchfield, M.D., consultant in pediatrics, Rockaway Beach 
Hospital, Rockaway Beach, New York, attending pediatri- 
cian, Beth-El Hospital, Brooklyn Women’s Hospital aid 
Brooklyn Thoracic Hospital, and chief in pediatrics, East 
New York Dispensary, Brooklyn; and Leon H. Dembo, 
M.D., visiting pediatrician, St. Luke’s and St. Ann’s hospitals, 
and consulting pediatrician, Polyclinic Hospital, Cleveland. 
Third edition. H volumes, illustrated. 8°, cloth, desk index, 
148 pp.; vol. 1, 869 pp.; vol. 2, 825 pp.; vol. 3, 750 pp.; 
and vol. 4, 829 pp. Philadelphia: F. A. Davis Company, 
1947. $40.00. 

This popular system, first published in 1942, has been re- 
vised to bring the subject matter up to date since the publica- 
tion of the previous edition in 1945. The work is the joint 
effort of one hundred and twenty-six contribwtors, specialists 
in their particular fields. The subject matter is classified by 
the systems of the body and by topics and is preceded by 
material of a general character. The chapter on chemotherapy 
has been largely rewritten, and the sections on antibiotic 
treatment, including penicillin and streptomycin, have been 
amplified. The material on cystic fibrosis of the pancreas, 
celiac disease, rheumatic fever, Rh factor, allergy and folic 
acid has been revised to date. The present-day treatment of 
virus pneumonia, toxopiasmosis and the dysenteries is pre- 
sented in its practical aspects. A comprehensive index of 
_a hundred and forty-eight pages constitutes a separate volume. 
The work is well published in every way. The type, printing, 
and paper are excellent: The volumes are comparatively 
light for their size. The production is a credit to the pub- 
lisher. The work is recommended for all medical libraries 
and should prove valuable as a reference source for physicians 
with children as their patients. 


NOTICES 


ANNOUNCEMENT 


Dr. Milton H. Rodofsky announces the opening of an office 
for the practice of psychiatry at 341 Beacon Street, Boston. 


GREATER BOSTON MEDICAL SOCIETY 


A meeting of the Greater Boston Medical Society will be 
held in the auditorium of the Beth Israel Hospital on Tuesday, 
ot 20, at 8:15 p.m. A symposium entitled “The Acute 
Abdomen” will be presented. 

The Acute Abdomen in Pediatric Practice. Dr. Henry W. 


Hudson, Jr. 
The Acute Abdomen in Adult Practice. Dr. Claude E. 


elch. 
Discussion. Drs. Charles B. Mixter and Jacob Fine. 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medical Club 
will be held at the headquarters of the Boston Tuberculosis 
Association, 554 Columbus Avenue, Boston, on Tuesday, 
a 20, at 12 noon. Dr. Norman A. Welch will speak on 
“The Evaluation of Some of the Modern Types of Therapy.” 

Physicians are cordially invited to Seana. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
The spring dinner of Suffolk District Medical Society will 


be given at the Harvard Club, 374 Commonwealth Avenue, 
Boston, on Saturday, May 1. Cocktails will be served at 
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6:30, and dinner at 7:00 p.m. Mr. Gerald G. Gross, editor, 
Washington Report on the Medical Sciences, will speak on the 
subject “The Prospects for Federal Medical Legislation,” 
which will be discussed by Drs. Elmer S. Bagnall and Allan 
M. Butler. 

The ladies and members of the Massachusetts Medical 
Society are cordially invited. Tickets cost $4.00 and must be 
purchased in advance from Dr. Richard S. Eustis, 319 Long- 
wood Avenue, Boston 15, Massachusetts. Dress is optional. 


AMERICAN GYNECOLOGICAL SOCIETY 


A meeting of the American Gynecological Societ 
held at the Williamsburg Restoration, Incorporated, 
burg, Virginia, on May 24, 25 and 26. 


will be 


illiams- 


AMERICAN LARYNGOLOGICAL ASSOCIATION 


The sixty-ninth annual meeting of the American Laryngo- 
logical Association will be held at the Homestead, Hot 
Springs, Virginia, on April 14 and 15. 

Members of the medical profession are cordially invited. 


AMERICAN RADIUM SOCIETY 


The annual meeting of the American Radium Society will 
be held at the Stevens Hotel, Chicago, on June 20 and 21. 
Refresher courses and panel discussions will be presented, 
and the Janeway Lecture will be delivered by Sir Stanford 
Cade, attending surgeon, Westminster and Mt. Vernon Hos- 
pitals and the Radium Institute of London. His subject will 
be “The Achievement of Radium in the Fight Against 
Cancer.” 

Further details regarding the program may be obtained 
from the secretary, Dr. Hugh F. Hare, 605 Commonwealth 
Avenue, Boston 15 


SOUTHERN SURGICAL ASSOCIATION 


The annual meeting of the Southern Surgical Association 
will be held at The Greenbrier, White Sulphur Springs, West 
Virginia, on December 7, 8 and 9 (secretary, Alfred Blalock, 
M.D., The Johns Hopkins Hospital, Baltimore 5, Maryland). 


AMERICAN PHYSIOTHERAPY ASSOCIATION 


The annual conference of the American Physiotherapy 
Association will be held at the LaSalle Hotel, Chicago, from 
May 23 to 28 


ARIZONA STATE MEDICAL ASSOCIATION 


The annual meeting of the Arizona State Medical Asso- 
ciation will be held in Phoenix from May 19 to 21 (secretary, 
pose - Milloy, M.D., 15 East Monroe Street, Phoenix, 

rizona). 


HAWAII TERRITORIAL MEDICAL ASSOCIATION 


The annual meetin 


of the Hawaii Territorial Medical 
Association will be hel 


in Honolulu from May 6 to 9 (secre- 
tary, H. L. Arnold, Jr.. M.D., Mabel Smyth Building, Hono- 
lulu 53, Hawaii). 


ILLINOIS STATE MEDICAL SOCIETY 


The annual meeting of the Illinois State Medical Society 
will be held in Chicago from May 10 to 12 (secretary, Harold 
M. Camp, M.D., 224 South Main Street, Monmouth, IHinois). 


KANSAS MEDICAL SOCIETY 


The annual meeting of the Kansas Medical Society will 
be held in Wichita from May 10 to 13 (secretary, D. D. Ver- 


million, M.D., 512 New England Building, Topeka, Kansas). 
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NEBRASKA STATE MEDICAL ASSOCIATION 


_ The annual meeting of the Nebraska State Medical Asso- 
ciation will he held in Lincoln from May 3 to 6 (secretary, 
R. B. Adams, M.D., 416 Federal Securities Building, Liasel 
8, Nebraska). 


NEW HAMPSHIRE MEDICAL SOCIETY 


The annual meeting of the New Hampshire Med al 
Society will be held at the Hotel Wentworth, Newcastle, New 
Hampshire, on — 2 and 3 (secretary, Carleton R. Metcalf, 
M.D., 5 South State Street, Concord, New Hampshire). 


MEDICAL SOCIETY OF THE STATE OF 
NEW YORK 


The annual meeting of the Medical Society of the State of 
New York will be held in New York City from May 17 to 21 
(secretary, W. P. Anderson, M.D., 292 Madison Avenue, 
New York City). 


MEDICAL SOCIETY OF THE STATE OF 
NORTH CAROLINA 


The annual mgt ef of the Medical Society of the State of 
North Carolina will be held in Pinehurst from May 3 to 5 
(secretary, Roscoe D. McMillan, M.D., P. O. Box 232, Red 
Springs, North Carolina). 


RHODE ISLAND MEDICAL SOCIETY =~ 


_The annual meeting of the Rhode Island Medical Society 
will be held in Providence on May 12 and 13 (secretary, 
Morgan Cutts, M.D., 155 Thayer Street, Providence 6, 
Rhode Island). 


SOUTH CAROLINA MEDICAL ASSOCIATION 


The annual nk of the South Carolina Medical Asso- 


ciation will be held in Charleston from May 12 to 14 (secretary, 
_— P. Price, M.D., 105 West Cheves Street, Florence, 
outh Carolina). 


WEST VIRGINIA STATE MEDICAL ASSOCIATION 


The annual meeting of the West Virginia State Medical 
Association will be held in Huntington from May 10 to 12 
(secretary, Mr. Charles Lively, Box 1031, Charleston 24, 
West Virginia). 


SOCIETY MEETINGS AND CONFERENCES 
CALENDAR oF Boston District ror THE WEEK BEGINNING 
Tuurspay, Aprit 15 


‘Tuurspay, Aprit 15 


12:00 m. Clinicopathological Conference. Nurses Home, Allerton 
Hospital, Brookline. 


Fripay, Aprit 16 
iagnostic Hospital. 


c 00 m. Medical Staff Rounds. Peter Bent Brigham 
Hospital. 
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Tuespay, Aprit 20 


*12:00 m. South End Medical Club. 

*12:00 m. X-ray Conference. Margaret Jewett Hall, Mt. Auburn, 
Hospital, Cambridge. et 

*12:15-1:15 p.m. Clinicoroentgenological Conference. Peter Bent 

. Brigham Hospital. 

*1:30-2:30 p.m. Pediatric Rounds. Burnham Memorial Hospital for 
Children, Massachusetts General Hospital. 

8:15 p.m. Greater Boston Medical Society. Beth Israel Hospital 
Auditorium. _ 


Wepnespay, 21 


*9:00-10:00 a.m. Recent Advances in Anesthesia. 
Marcus. Joseph H. Pratt Diagnostic Hospital. 
*12:00 m. Grand Rounds and _ Clinicopathological Conference. 
es am Hospital.) Amphitheater, Peter Bent Brigham 

ospital, 


*2:00-3:00 p.m. Combined Clinic by the Medical, Surgical and 


Orthopedic Services. Amphitheater, Children’s Hospital. 


Dr. Philip S. 


*Open to the medical profession. 


Aprit 2-30. Joseph H. Pratt Diagnostic Hospital. Medical Conference 
Program. Page 492, issue of April 1. 


Aprizt 10. American Congress of Physical Medicine. Page 344, issue of 
arc . 


Aprit 12. Harvard School of Public Health. Page 384, issue of March 11. 
Aprit 12 and 13. American Otological Society, Page 492, issue of April 1. 
Aprit 13. Harvard Medical Society. Page 455, issue of March 25. 


Aprit 13. New England Society of Anesthesiologists. Page 455, issue 
of March 25. 


Aprit 14. New England Dermatological Society. Page 455, issue of 
arc 


Aprit 14 and 15. American Laryngological Association. Page 543. 

Aprit 15. Berkshire District Medical Society. Page 492, issue of April 1. 
_ Aprit 19-23, American College of Physicians. Page xiii, issue of July 31, 

Aprit 20. Greater Boston Medical Society. Page 543. 

Aprit 20. South End Medical Club. Page 543. 

American Dermatological Association. Page 456, issue of 

arc 3 


Aprit 29-May 2. American Academy of Pediatrics. Page 240, issue of 
February 12. 


Aprit 30 and May 1. 
Page 456, issue of March 25. 


May 1. Suffolk District Medical Society. Page 543. 


May 3. American Society for Clinical Investigation. Page 456, issue of 
March 25. 


‘ ce 3 and 4. Association of American Physicians. Page 492, issue of 
pril 1. 


American Gastro-Enterological Association, 


May 4 and 5. Association of Military Surgeons of the United States. 
Page 456, issue of March 25. 

May 6. Suffolk Censors’ Meeting. Page 344, issue of March 4. 

May 6-8. American Association for the Study of Goiter. Page xiii, issué 
of July 31. 

May 9-14. American Psychiatric Association. 
April 1. 

May 12-14. American Association of Genito-Urinary Surgeons. Skytop 
Lodge, Skytop, Pennsylvania. 

May 13. Indications for the Use of Forceps. Dr. Roy J. Heffernan, 
Pentucket Association of Physicians. 8:30 p.m. Haverhill. 

May 16-22. American Board of Obstetrics and Gynecology, Ine. 
Page 344, issue of March 4. 

May 16-23. International College of Surgeons. 
January 22. 

ness 17-19. American Ophthalmological Society. Page 492, issue of 

pril 1. 

May 17-20. American Urological Association. Hotel Statler, Boston. og. 

May 17-20. Association for the Study of Internal Secretions. Page 492, 
issue of April 1. 


Page 492, issue of 


Page 136, issue of 


(Notices concluded on page xv) 


The Journal lacks extra copies of the Janu- 
ary 1 and February 19, 1948, issues. If any sub- 
scribers who do not bind their copies have the 
above-mentioned issues on hand, the Journal 
will gladly pay 15 cents for each copy left at or 
mailed to its office (8 Fenway, Boston 15). 


| 


